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meclozine dihydrochloride and pyri- the patients having previously failed 
doxine (‘ancoloxin’ tablets) in a to respond to either antihistaminic 
series of cases of nausea and vomit- treatment alone or to pyridoxine 
ing of pregnancy is reported. Rapid alone.” 

and effective control of symptoms (PRACTITIONER, 1956 (FEB.). 176,201) 
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DOSAGE: 2 tablets at night. 5 days of treatment is 
often sufficient for complete relief. Basic N.H.S. cost of 
treatment—1/4 per day. Containers of 10 and 50 tablets. 
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TRYPTAR 


INDICATIONS :— 

Whenever necrotic tissue is present 

as in Diabetic and Varicose Ulcers, 
Sinuses and Fistulas, second degree 
burns, carbuncles and furuncles, in- 
fected compound fractures, soft tissue 
abscesses, intrapleurally in empyema 

for liquefying pus. 

PRESENTATION 

Carton containing 1 vial 250,000 Armour 
Units Crystalline Trypsin and 1 vial 
Tryptar diluent. Also available for use as 
an Aerosol, each carton containing 1 vial 
125,000 Armour Units Crystalline Trypsin 


and 1 ampoule of Diluent. 





Now Available on E.C.10 


Pure 
Crystalline 


Trypsin 
y P Samples and literature 
will be supplied on request 





1 
I 
I 

THE ARMOUR LABORATORIES 
I (Armour & Company Ltd.) 
H Hampden Park, Eastbourne, England 
| Telephone: Telegrams : 

Hampden Park 740 ‘ Armolab ’ Eastbourne 
I 

















NABATOFF’S INTRALUMINAL VEIN STRIPPER 


Flexible shaft 36-in. long, threaded both ends 
i 4 interchangeable acorns 
2 probe tips. Cross 
handle to fix at 
either end 







DOWN BROS. and MAYER & PHELPS LTD. 


Surgical instrument Makers 
Church Path, Church Road, Mitcham, Surrey 


and 
32.34, New Cavendish Street, London, W.1 





Diabetic Neuropathies 


a 

« 

a Complications involving the nervous 
system have long been recognized as a 

be feature of diabetes. In cases where the 

e peripheral nerves are affected, adminis- 

e tration of the whole vitamin B complex 

a is sometimes advocated. The therapeutic 
response to the entire B complex has 

e been found to be considerably better 

* than to thiamine alone. Although the 

° parenteral route is recommended in the 

‘ early stages of treatment, oral adminis- 
tration may be sufficient later. 

* 

7 

e 

+ 

+ 

* 

. 


Marmite yeast extract supplies all 
known factors of the vitamin B complex 
in a palatable form. It can be incorpor- 
ated readily in the diabetic diet and, as 
it contains only a negligible quantity of 
carbohydrate, it need not be taken into 
the dietary calculations. 


MARMITE 


yeast extract 


RIBOFLAVIN (vitamin Bg) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz. 














2 









MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3. 
5610 

















THE LANCET] 


THE LANCET GENERAL ADVERTISER 


[AucusT 3, 1957 








Two Neurological Classics 


JAMES PARKINSON 


1755-1824 
Edited by Macdonald Critchley 
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Selected Papers of 

SIR GORDON HOLMES 
Compiled and Edited by 


F. M. R. Walshe 


Ten papers selected from Holmes’s major 
contributions to the pathology and sympto- 
matology of cerebellar diseases, and from his 
physiological and anatomical studies on the 
cortical representation of vision, and on visual 
orientation and attention. 20s. 


MACMILLAN & CO LTD 
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By LOUIS SCHWARTZ, M.D. ; LOUIS TULIPAN, M.D. ; and DONALD J. BIRMINGHAM, M.D. 
THIRD EDITION, REVISED AND ENLARGED 


Just Ready 





9h” x 6)” 981 Pages 189 Illustrations and 2 Coloured Plates Cloth Price £6 10s. net 
New Book Just Ready 
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By ARMAND J. QUICK, Ph.D., M.D. 
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SYNOPSIS OF GENITOURINARY DISEASES 
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1028 Pages 545 Illustrations and 5 Coloured Plates Cloth 


THE PRACTICE OF MEDICINE 
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By E. T. BELL, M.D. 

EIGHTH EDITION, REVISED AND ENLARGED 
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‘Now Ready 
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277 Illustrations, including 233 in Colour, and 4 Tables Cloth 


10” x 7” 191 Pages 


Just Ready 


Price £9 net | 





25 Bloomsbury Way 


HENRY KIMPTON 
Medical Book Department of Hirschfeld Brothers Ltd. 


London, W.C.1 
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Night attack 


The angina patient goes to bed in fear and may wake in agony. 
Peritrate prophylaxis can ease his mind considerably. Since Peritrate 
is a long-lasting coronary vasodilator, a single dose affords protection 
for as long as 4 to § hours .. . a considerable part of the night. 
Peritrate will not abort attacks completely — but it prevents attacks 
or reduces their severity in up to 80% of cases. Exercise tolerance 
is increased, nitroglycerin intake is reduced and very few side- 
effects occur. 

Active principles: Pentaerythritol tetranitrate 10 mg. 

Packing: Bottles of 50 tablets and packs of 500 supplied to 
chemists for dispensing only. 

PERITRATE WITH PHENOBARBITONE. (Peritrate 10 mg. 
with Phenobarbitone 15 mg.) is also available, similarly packed. 


Peritrate 


Trade Mark 


mers 


se 


mas WILLIAM R. WARNER & CO. LTD., LONDON and EASTLEIGH 


PER 277/4 


7 
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Favoured Treatment 


Bins little luxuries extended to ailing children do not 
often include an ingratiating medicine. There is a 
need for palatable and harmless forms of the drugs given 
to young patients. Aspirin, one of the commonest, is, 
for instance, one of the most unpleasant, and can be 
harmful to the delicate gastric mucosa. 


On the other hand, most children will readily take 
aspirin in the form of Junior Paynocil. These tablets are 
really pleasant to take; they disperse instantly on the 
tongue without water, and minimise the risk of gastric 
irritation due to aspirin. 


Junior 


PAYNOCIL 





Junior Paynocil tablets each 
contain 24 grains of aspirin 
and 1} grains of glycine. 
Besides speeding disintegra- 
tion and eliminating the 
unpleasant aspirin flavour, 
glycine confers on each 
aspirin particle a lubricant, 
demulcent and protective 
barrier. 


Packages 


Cartons of 20 in sealed foil strips. 


Tax free dispensing packs of 240. 
Basic N.H.S. cost ; 12/- 
PRICE NOW REDUCED 


Cc. L. BENCARD LTD., PARK ROYAL, LONDON N.W.10 
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Angina pectoris 











still not too late for 





Triethanolamine trinitrate 


PRAENITRONA 


Prevents attacks of angina pectoris or at least reduces the severity and frequency of attacks 


For maintenance treatment, 1 —2 tablets 3 or 4 times a day 


Packings: 50 - 500 - 1000 tablets, each of | mg. 


Praenitrona is prescribable on N.H.S. Form E.C. 10 


SCHERING A. G. BERLIN / GERMANY gy 


Samples and literature are available upon request from the sole distributors for the U.K.: 
Pharmethicals (London) Ltd., 20, Gerrard Street, London, W. | 




















THE 


LANCET] THE LANCET GENERAL ADVERTISER [Aucust 3, 1957 





Penicilli 
icillin V 


lin V 


Jv. ‘Distaquaine’ V - Penicilg 


- ‘Distaquaine’ V_ - Penicillin V 


nV_ - ‘Distaquaine’ V + Penicillin V ~ *Distaquaine’ V - Penicillin V - ‘Distaquaine’ V - Pen 
- ‘Distaquaine’ V - Penicillin V+ ‘Distaquaine’ V - Penicillin V - ‘Distaquaine’ V - Penicilli 







atin V. - ‘Distaquaine’ V - Penicillin V 


eequaine’ V - Penicillin V 












- ‘Distaquaine’ V Pes Penicillin V+ ‘Dis 
‘Distaquaine’ V enicillin V - ‘Disti 
taquaine’ V - bin V+ ‘Distaqy 
uaine’ V - ‘Distaquain 
ie’ V Peg aquaine’ V 
Vi « Peni pine’ V 
Penicillis Py . Per 
icillin Vj T Penicil 
in V ABLETS icin 
V lin V 
> ‘Distaq now available in 3 strengths D 
Distaquail ‘Dis 





- ‘Distaq' 


nd Va DEV 60 - DEV 120 FDistaquain 


1e’ V 


Penicilli 
icillin V 


tin V 


- ‘Distaquaine’ V - Penicillin -¥ 










Penicil ‘Distaquaine’ V 


V« Penicillin V DQV 240 *Distaquaine’ V 


Vistaquaine’ V - Pen 


nV - ‘Distaqus 
- ‘Distaquaine’ V - Penicilli 


- ‘Distaquaine’ V 
V_ - ‘Distaquaine’ V - Penicillin V 
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PRESENTATION 


Bi mabe: v, the acid-stable DOV 60 Bottles of 30, 200 and 1,000. 
* °ag° ° . : DQV 120 Foil pack of 12. Bottle of 100. 

oral penicillin, is now available in DOV 200 Dell outs. of th. eke ak 08. 

three strengths of tablets to provide a cieeiadciea 

convenient and economical means of Adults: At least 60 mg. every four hours. 

; : Children: Half the adult dose. 
varying the dosage to meet the in- 
Spo ALSO AVAILABLE 
dividual need. DOV Elixir Bottle of 30 x 30 mg. doses. 


DQV Sulpha Bottles of 30, 200 and 1,000 tablets. 








60 mg., 120 mg., 240 mg. tablets 


‘Distaquaine’ V 


THE ORIGINAL BRITISH PENICILLIN V 





Cony 


\ 


THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED 
Broadway House, The Broadway, Wimbledon, London S.W.19. Tel: Liberty 6600 


Owners of the trademark ‘ Distaquaine’ 


=i 




























Tue Lancet _THE LANCET GENERAL ADVERTISER [Aucusr 3, 1957 


i 





Za 


Miltow xr 


MEPROBAMATE 


in rheumatic diseases 


neat 
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The value of Mittown in the relief of common 


rheumatic diseases is becoming more evident as results 
of clinical work are published. Satisfactory relief of 


muscle stiffness and pain has been observed in a high 





proportion of patients with various rheumatic conditions 
with a predominance of fibrositic symptoms. Impressive 
results have also been achieved in rheumatoid spon- 
dylitis, cervical root syndrome and mild rheumatoid 
arthritis. The promptness of relief following MmTowNn 
in these conditions has been particularly notable. 


Mixtown is effective orally—typical dosage in rheu- 





matic conditions being one tablet (400 mg.) three or 


four times daily. 


MILTOWN is presented in tablets of 400 mg. Bottles of 50 and 500 
*TRADE MARK OF CARTER PRODUCTS INC, 


LECERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London. WC.2 
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For Allergies ALLERCUR 


Highly effective Antihistamine 


No side reactions - No symptoms of tiredness 


Forms of application: Syrup - Dragees - Ampoules - Ointment 


SCHERING A.G. BERLIN/GERMANY 


Samples and literature are available upon request from: 
Pharmethicals (London) Ltd., 20, Gerrard Street, London W. 1. 
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COMPREHENSIVE THERAPY FOR ANGINA PECTORIS 


¢ Prevents coronary spasm 


e Averts attacks 


¢ Dispels fear 





* Pentoxylon’ 
és a regd. trademark. 
Regd. users: 


PENTOXYLON 


* 


* 


* 
. me + 
ve 


reduces nitro-glycerin 
requirements. 
reduces severity of 
attacks. 

reduces incidence of 
attacks. 


reduces tachycardia. 


reduces anxiety, 
allays apprehension. 
reduces blood- 
pressure in 
hypertension. 


increases exercise 
tolerance. 


produces objective 
smprovement 
demonstrable by 
electro-cardiograph. 


LOUGHBOROUGH 





LABORATORIES 


LEICS. 


It is recognised that complete angina 
therapy should not only relieve the 
coronary spasm, but should help to 
prevent attacks. This has been accom- 
plished by‘ Pentoxylon’ to a considerable 
degree. *Pentoxylon’ combines the 
benefits of two powerful and reliable 
agents — ‘Rauwiloid’ and P.E.T.N. 
*Rauwiloid’, an alkaloidal extract of 
Rauwolfia serpentina, has bradycardic, 
tranquillising and stress - relieving 
properties, and stabilises the patient 
emotionally. P.E.T.N. produces a long- 
sustained dilatation of the coronary 
blood vessels, so improving the circu- 
lation to the myocardium, reducing the 
severity of attacks when they occur. 
The dual action of ‘ Pentoxylon’ provides 
a more comprehensive . . . more effective 

. therapy than has hitherto been 
possible using a single medicament, and 
it infuses the anginal patient with a 
feeling of well-being and hope. 


Each ‘Pentoxylon’ tablet contains Img. 
‘Rauwiloid’ and 10mg. pentaerythrityl 
tetranitrate. The usual dosage is one 
tablet four times daily before meals. 
Occasionally it is desirable to increase 
the dosage — up to 8 tablets daily are 
well tolerated. 
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Now 
Available— 


Parenteral 


RAMAMI 


(BRAND OF DIMENHYDRINATE) 





Dramamine is now firmly established for the prevention 


In the presence and treatment of nausea, vomiting and vertigo arising 


from travel, pregnancy, Méniére’s disease and other 
of nausea or labyrinthine disorders. 


vomiting Now available for injection in multi-dose vials of 5 c.c., 

each vial containing 50 mg. dimenhydrinate per c.c. Its 
administration parenterally is indicated in those cases 
where successful oral medication is difficult or impos- 


For sible. When speedier action ‘is required, parenteral 
administration of Dramamine will produce a quicker 

more prompt effect and will give prompt symptomatic relief. 

action Dramamine solution may be injected intramuscularly 


without dilution; but for intravenous injection each 
c.c. should be diluted to 10 c.c. with normal saline and 
administered over a period of not less than two minutes. 


DRAMAMINE is a Registered Trade Mark 


G. D. Searle & Co., Limited, High Wycombe, Bucks. 
Tel. High Wycombe 1770. 
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the long-acting antihistamine 


HISTRYL SPANSULE 


night and day relief from allergic symptoms 


with just one capsule qi2h 





Smith Kline & French Laboratories Ltd Coldharbour Lane, London SE5 


*Histryl’ and ‘Spansule’* are trade marks *Brit. Pat. No. 742007 
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Circular booms or “sacks” each consisting of about 25,000 logs, on the Gatineau River, Quebec, 
one of Canada’s richest sources of pulp wood. ( Photograph by courtesy of the National Film Boord of Canada. ) 


—but when blood vessels are occluded... 


ANTICOAGULANT THERAPY 


with 
TeV): Dipl 


PRESENTATIONS. 


PULARIN _  (Heparin-Evans)5 ml. rubber capped bottles containing 1,000 i.u., 5,000 i.u. 
and 25,000 i.u. per ml; ampoules of 1 mi., 12,500 i.u. per ml. 


EVANS MEDICAL SUPPLIES LIMITED 
EVANS 


SPEKE, LIVERPOOL 19 ~ (HUNTS CROSS 1881) 
London Office: Ruislip, Middlesex (Ruislip 3333) mees<at 
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specific point of attack 


Because the action of Buscopan is 
specifically upon the hollow organs 

of the abdomen and the genito-urinary 
tract it relieves spasm quickly and 
smoothly without giving rise to 
unpleasant side-effects. Cases of gastric 
or duodenal ulcer, renal and biliary 
colic and spasmodic dysmenorrhea will 
respond readily to its action. Accurate 
differentiation between organic 
obstruction and spastic conditions is 
often obtained by the use of Buscopan. 


et uU ey Cc oO f A Ri hyoscine-N-butylbromide 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 
Cc. H. Boehringer Sohn, Ingelheim am Rhein 


Registered proprietors of the Trade Mark. 


# Regd. Trade Mark. 
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\ Migraine 


and other headaches of 


vascular origin 


are aborted in 80 per cent of 
cases by ORAL TREATMENT with 


CAFERGOT 


sugar-coated tablets 


Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 


Patients who experience nausea and vomiting early 
in the attack or who are unable to tolerate oral 
treatment, usually benefit from treatment with 


CAFERGOT SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobutyl allylbarbituric acid 100 mg. 


Total alkaloids of belladonna 0.25 mg. 


Literature and samples are available on request 


SANDOZ PRODUCTS LIMITED 


ANTHIZ Sandoz House, 23 Great Castle Street London, W.1. 
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Well in the lead... 


This EFFECTIVE oral penicillin, Penicillin-V 
Lilly, has been proved by extensive clinical use to 


give results comparable with parenteral penicillin. 








Available as 
*Pulvules ’ 125 mg. and 250mg. 

and 

Suspension 62.5 mg. per teaspoonful. 


Also as Tasiets and Suspension Penicillin-V-Sulpha 
Lilly. 













PENIGILLIN-V-LILLY 


A Lit DISCOVERY 


ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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Introducing ‘mig ril'tor 








Dispels headache , 
Disperses visual disturbances 


Defeats nausea and vomiting 


A new product—‘ Migril ’—provides, for the first time, a successful 
3-way attack on migraine. 

‘Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) 
and cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion 
of cyclizine hydrochloride not only eliminates the nausea and 
vomiting often associated with migraine but also enables larger 
and more effective doses of ergotamine to be administered. 


‘migril’ 
q BRAND 


Ergotamine Compound (Compressed) 
PACKS OF 10 AND 100 


Aral BURROUGHS WELLCOME & CO. (tHE WELLCOME FOUNDATION LTD.) LONDON 


migraine ‘4 
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Safer Pethidine 





Pethidine PLUS ‘Lorfan’ 


A combination of pethidine with the narcotic antagonist levallorphan 
tartrate in proportions which minimize respiratory depression 
without affecting analgesia. 


The administration of these two drugs in a preformed mixture 
is an attractive idea which offers the freer use of this analgesic 
without incurring undue respiratory depression. 

Anaesthesia, 1957, 12, 174. 


‘Lorfan’ (levallorphan) does not diminish the anaigesic effect 
of pethidine and clinical observations show that it may enhance 
the sedation produced by pethidine. 

see Lancet, /957, i, 128. 


The use of ‘Lorfan’ to diminish the respiratory depression 
caused by the narcotic analgesics in childbirth is one of the 
most valuable potentialities of this antagonist. 

see Lancet, !957, i, 213. 





Pethidine 100 mg. plus ‘Lorfan’ 1-25 mg. are now 
combined in 2¢.c. ampoules with the trade mark 


‘PETHILORFAN’ 


Available in boxes of 12 and 100. 


ROCHE PRODUCTS LIMITED - 15 MANCHESTER SQUARE - LONDON W.1. 
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CLASSIFICATION AND INVESTIGATION OF 
MACULAR LESIONS IN EVERYDAY 
PRACTICE* 

JamMES H. Doceart 


M.A., M.D. Camb., F.R.C.S. 


SURGEON TO MOORFIELDS, WESTMINSTER, AND CENTRAL EYE 
HOSPITAL, LONDON ; OPHTHALMIC SURGEON TO THE HOSPITAL 
FOR SICK CHILDREN, GREAT ORMOND STREET, LONDON 


CLASSIFICATION has a lot in common with cooking. 
Foodstuffs identical in quality will be fashioned into 
widely varying concoctions by different chefs. Even 
relatively simple dishes containing few ingredients afford 
scope for diversity, and no two women will fling exactly the 
same omelette. Similarly we find, on examining a series 
of standard textbooks, that authors differ in the pattern 
of their categories—unless of course they are making an 
abstract from some book already published. 

Although the diameter of the macula is only about 
two millimetres, it can exhibit a bewildering range of 
clinical signs and is suceptible to a vast number of disease 
agents, some of which arise in organs remote from the 
eye. Thus comprehensive classification is not easy. 
Some of the groupings contrived by tidy-minded investi- 
gators in former times have been split asunder by the 
discovery of new facts; and the opposite process may 
also occur—that is to say, lesions hitherto regarded as 
separate can sometimes be marshalled under one xtio- 
logical heading. 

For reference purposes we must have descriptive 
classification, but we also need that reverse sorting 
process which enables us to put some of our patients into 
the proper pigeon-holes. You may remember the reply 
made by Willie Ashenden, the narrator in Somerset 
Maugham’s Cakes and Ale, to his friend Alroy Kear, who 
was planning to write a life of Driffield the dead novelist, 
and was agitating to be given all the available facts. 
** Obviously *’ said Ashenden ‘“‘ you can’t cook them 
unless you have them.’’ In the same way we have to 
catch our macular cases from amongst the random 
unselected material of day-to-day practice. Other 
people’s ready-made classification can give us a lot of 
guidance, and will from time to time enable us to correct 
and supplement our own clinical experience ; but with- 
out a core of personally assembled facts we cannot 
approach the problem realistically. 

One of the delightful features of macular ophthalmo- 
logy is that we so frequently hit upon things we have 
never seen before. Thus clinicians with over twenty 
years of hard experience to their credit can be flummoxed 
by some rare lesion which the novice diagnoses without 
hesitation because he happened to be shown something 
similar last week. Figures setting out the average fre- 
quency of this or that disease necessarily fail to convey 
the haphazard disparity between one man’s experience 
and that of another. Let us now consider some of the 
main clues which lead us to suspect a macular lesion. 
First and foremost we have to concentrate upon the 
history, which will often supply us with an immediate 
signpost. Then we shall proceed to the indirect evidence 
visible in other regions of the body and in other structures 
of the eye, and afterwards arrive at direct inspection 
of the macula. 

Clues Derived fron: the History 

In the course of routine ophthalmoscopy we not 

uncommonly see macular lesions among patients who 


enjoy good health and complain of no ocular symptoms. 
Stray colloid bodies of Bruch’s membrane (Tay’s dots) 


* A lecture given ‘on April 1, 1957, at the 30th annual spring 
e congress of the Gill Memorial Eye, Ear, and Throat 
Hospital, Roanoke, Virginia, U.S.A. 
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are an obvious instance of this generalisation, and we may 
also find evidence of a long-forgotten injury or a small 
patch of old juxtapapillary choroido-retinitis in people 
who give no history of eye trouble. Many of these macular 
defects would be revealed by the Bjerrum screen if we 
were to present several different sizes and colours of test- 
objects, but we know that in everyday binocular activities 
patients can instinctively compensate for a small macular 
abnormality. Unless they are introspective and over- 
analytical they will probably learn to suppress their 
paracentral scotomata by means of the overlap between 
each eye’s visual field. 

Thus my first point about the history is that it may 
give no clue whatever to the lesion; and this point 
immediately prompts the question: should we punctili- 
ously scrutinise the macula in every patient, using 
mydriatic drops wherever necessary, irrespective of any 
complaints suggesting that the macula might be 
unhealthy ? Should we do all this in order to exclude the 
possibility of missing something at the macula? I think 
not, so far as ordinary practice is concerned. Research 
units and professorial set-ups may have enough ardent 
young investigators to take any number of special 
precautions. They may have time to run through all 
their clinical material with a fine comb, but the average 
busy oculist has to apportion his time in the way that 
will on the whole be best for his patients. Macular 
lesions are not the only things, nor are they the most 
dangerous things, that may be latent in an uncomplaining 
patient. Glaucoma is notoriously insidious. If we were 
to carry out routine provocative tests with a view to 
excluding the possibility of glaucoma in every symptom- 
free adult, we should automatically augment the average 
time needed for each patient. 

I think it would be fanatical to maintain that every 
busy ophthalmologist must arrange for special pre- 
cautionary tests just in case symptomless people might 
happen to be suffering from early glaucoma. So much 
the more would it be absurd to saddle us with the obliga- 
tion of searching for macular minutiw in each patient. 
Many of the lesions which could so be exposed are 
relatively harmless and stationary, and among those 
which herald future trouble there must be many which 
could not be arrested by any known remedy. In other 
words it is not disreputable to let sleeping dots lie. 

At the opposite extreme from the symptomless patient 
is the person who, having hitherto enjoyed perfect sight, 
is suddenly afflicted with damage to the fovea centralis 
and circumfoveal portion of the macula. A bilateral 
lesion, or one that affects an only eye, will immediately 
blot out all the details of objects under direct gaze ; 
but, even if the trouble is confined to one eye, the victim 
will probably be thrown out of gear by the resulting 
discrepancy of his images. 

Between these extremes are symptoms infinitely varied 
in severity, as we should naturally expect from the 
ophthalmoscopic signs. Small single foci of disease not 
implicating nor bordering on the fovea will clearly be 
less obtrusive, and another factor to be considered is 
the speed of onset. Sudden drenching with blood will 
embarrass the cones more dramatically than will the 
slow seepage of fluid from adjacent retina. Central serous 
retinopathy often induces a scotoma so positive that 
the patient will offer to draw it, coloured stripes and 
all. Increased space between the cones in macular 
cedema tends to induce micropsia ; and, on the contrary, 
objects may look greater than they are, when cones 
are drawn closer by cicatrisation implicating the macula. 
Either micropsia or macropsia may be associated with 
metamorphopsia. We should suspect small juxtafoveal 
defects, particularly cysts, when a patient mentions 
that on shutting one eye he notices bits missing from 
letters, railings, flag poles, &e. Another symptom that 
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suggests macular change is alteration in the colour of 
an object when it is viewed alternately by each eye. 

After a macular lesion has been present for some 
months the patient may discover how to exploit his 
ex-centric gaze. We can be almost certain of finding 
some central retinal disturbance when a patient volunteers 
the statement that he obtains more detail if he looks 
slightly to one side of an object. Incidentally I would 
suggest that ex-centric vision accounts for some of the 
overoptimistic claims that have been made for drugs 
used to treat macular derangement. The mere fact that 
an extra line or two of test-type can be deciphered after 
an interval does not necessarily mean that the macula 
has improved. 

In addition to what the patient can tell us about his 
eye symptoms, there are items of other relevant medical 
information which we should try to assemble before 
we start to examine the eyes. For instance, diabetic 
retinopathy is particularly apt to involve the macula. 
Hyperpiesis, subacute bacterial endocarditis, ansmia, 
and nephritis are among the many systemic diseases 
which can produce lesions in this most versatile region 
of the retina. Then again, some macular troubles are 
hereditary, and may be linked with mental deterioration. 
Furthermore the macula may suffer not only from 
blows on the eye but also as a result of trauma to some 
other part of the head or face. Another fearful source 
of trouble is hard labour under the tropical sun by under- 
nourished prisoners-of-war. Nor should we forget bygone 
gazing at an eclipse of the sun as a possible explanation. 
No schedule of questions could be devised to cover all 
contingencies, but we should always keep in mind the 
wide range of possible reasons for disturbance at the 
macula, 

Clues Outside the Eye 


During the time devoted to taking a history we can 
often collect data that may be relevant to macular 
changes. For instance, the patient may look mentally 
backward or anemic or plethoric. Facial blemishes in 
the various phakomatoses can also awaken us to the 
possibility of a fundus lesion. Scars on the head or face 
may have a bearing on the question, and we should also 
remember that congenital deformities are often multiple. 
Macular colobomata may be associated with maldevelop- 
ment of the hands and feet—which is not altogether 
surprising when we recall that biologically, for all its 
intricate specialised construction, the eye is merely the 
homologue of those tentacles which protrude in a series 
from segmented amphibians. 


Clues Derived from External Examination of the Eyes 
The pupillary reactions may lead us to suspect a 
macular lesion. Within normal limits there is of course 
a wide range of variation between different subjects. 
Thus the average diameter of the pupil, the vigour of 
its response to light, and the speed with which it expands 
again after contraction are by no means the same in all 
healthy people. Moreover we sometimes find a dis- 
crepancy between the two pupils of a person exhibiting 
no other signs of ocular abnormality and no evidence 
of central nervous disease. Therefore we must not 
jump too rapidly to conclusions on the score of pupillary 
signs ; but they can at least be a useful reminder. Careful 
inspection with a loupe should never be neglected if we 
want to avoid those mistakes to which a physician is 
liable when he sees a pupil bound down by synechiz. 
Severe bilateral macular disease is typically associated 
with sluggishly reacting pupils of larger than average 
diameter. Small changes are quite compatible with 
normal pupils. In extensive or severe lesions of one 


macula the reaction to direct light will be brisker and 
more extensive in the unaffected eye, but the eye which 
harbours the lesion can respond normally to a con- 
sensual light stimulus. 
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Cystic macular degeneration as a consequence of 
anterior uveitis has been recorded by several authors ; 
so the central area of the fundus should be examined 
with special care when we find keratic precipitates and 
other evidence of old inflammation in the iris and ciliary 
body. In some of these cases, however, organised exudate 
across the pupil will hinder the inspection of fundus 
details. 

Clues from Subjective Eye Testing 

In discussing the history we have already seen that 
patients with macular trouble may tell of having found 
out how to exploit their ex-centric gaze. The same 
situation may become evident when they are trying to 
read the test-types. Having said that he cannot read 
this or that letter, the patient may call out: ‘‘ Wait a 
minute. I think I can see it after all. Yes, if I look 
slightly to one side I can make out that it’s an ‘E’.” 
One patient made an illuminating remark while I was 
recording the visual acuity of his second eye. He was 
a healthy young air pilot with no ocular complaints, and 
he had read a 20/20 line of distant test-type easily with 
each eye. ‘It’s rather funny,’’ he said: ‘* With this 
eye there are small bits missing from the letters, but 
they looked complete when I saw them with the first 
eye.”” Sure enough, ophthalmoscopy showed early cystic 
degeneration beside his left fovea centralis. 

Another feature of the visual test which may arouse 
our suspicion is a slow rate of reading. It is not enough 
to note that the visual acuity is 20/30, 20/20, &. Some 
patients with pronounced unilateral macular change 
can put up a good performance by dint of intelligent 
filling-in of gaps together with exploitation of a slightly 
ex-centric gaze. Perhaps the normal eye will real off 
20/20 without hesitation, and then the affected eye, 
taking a few extra seconds for its purposive groping, 
may finish a line of the same size without a mistake. 
Unless we take care to note the hesitancy, we shall create 
misunderstanding when we enter up his visual acuity as 
20/20 in each eye. 


Ophthalmoscopic Clues other than those Obtained from 
Examining the Macula 

In exploring the fundus most ophthalmologists look 
at the macula last, whether or not a mydriatic has been 
instilled. If that system is adopted, the nature of a 
macular lesion will in many instances be obvious, because 
there are so many pathological agents which create 
peripheral as well as central lesions in the fundus. I 
do not mean that it is impossible to find two radically 
different things in the same eye. For example, a patient 
could simultaneously show a macular coloboma and 
thrombosis of a tributary retinal vein; or we might 
see peripheral evidence of former concussion choroiditis 
haphazardly associated with arteriosclerotic retinopathy 
involving the macula. Confronted with multiple fundus 
changes we cannot always be sure whether we are dealing 
with single or multiple pathology, because abnormal 
macular signs are not usually pathognomonic of any one 
disease. We can at least say, however, that lesions 
visible in the peripheral and macular parts of the same 
retina will in a large proportion of cases be closely related 
to each other. For instance, minute clear-cut exudates 
at the macula are a characteristic feature of diabetic 
retinopathy, and the chances of their being diabetic 
in origin are enhanced by the discovery of multiple 
micro-aneurysms elsewhere in the retina. 

The state of the optic disc often gives an immediate 
answer to the cause of macular degeneration, as, for 
example, when we find secondary optic atrophy side 
by side with pathological mottling of the macula as a 
sequel to disc edema. Another valuable pointer is 
supplied by the state of the retinal arteries, because twigs 
which convey blood to the macula are small, and we can- 
not always judge whether they are pathologically con- 
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stricted. If, however, we find generalised constriction 
of the arterial tree upon the fundus, and especially if 
we also note irregularity of calibre, we can with greater 
confidence postulate obliterative changes in the macular 
arteries to account for a central fundus lesion. 

These macular twigs do not of course supply the whole 
macula. The foveal part, an elliptical excavation measur- 
ing about 0-2 mm. vertically and 0-3 mm. across, 
depends entirely upon the chorio-capillaris for its nutri- 
tion. Normally we cannot see the choroidal system of 
vessels with the ophthalmoscope, but atrophy of the 
pigment epithelium arising from choroidal sclerosis 
renders those vessels visible. Admittedly sclerosis of the 
choroidal network can for some time remain limited 
to one region of the fundus, but sooner or later it will be 
widespread. Thus the signs of marked choroidal sclerosis 
away from the macula will often throw light upon an 
otherwise obscure central retinal degeneration. 

Macular pigmentation as a sequel to commotio 
retine is often found associated with evidence of past 
trauma in other parts of the fundus—e.g., healed 
ruptures concentric with the optic disc, irregular patches 
of atrophy and pigment proliferation, retinal detach- 
ment, or fragments of foreign material. Nor should the 
state of the vitreous be neglected, because that also may 
supply the clue to a macular lesion, especially in trau- 
matic cases. Peripheral detachment of the retina has 
occasionally been observed in association with a choroidal 
sarcoma at the posterior pole, but not so commonly as 
with sarcomata arising away from the macula, partly 
because the onset of symptoms in a central neoplasm is 
so much earlier. y 


Macular Signs 


In some lesions the etiology can be virtually settled 
by inspecting the macula itself, and in many others the 
diagnosis can be clinched by linking macular signs 
with the sources of evidence that we have so far con- 
sidered. It must be admitted, however, that the explana- 
tion for macular trouble commonly remains a mystery, 
even after all the available extra methods of investigation 
have been utilised. Although we know many possible 
causes of lesions at the macula, we often lack essential 
data about family history, trauma, past illnesses, and 
other factors that may be relevant; and from time to 
time we encounter something quite different from any- 
thing we have seen before. Nevertheless it is always a 
good clinical exercise to formulate a description of what 
we find at the macula. We should in fact aim at convey- 
ing a clear picture to someone who has not had the 
opportunity to look at the patient. 

Before we go on to review the diverse pathological 
changes which may be displayed by this tiny circle at the 
posterior pole of the eye, it is perhaps worth while to 
recall how widely the healthy macula can vary in appear- 
ance. In the coloured races it presents, like the rest of 
the retina, a more sombre tint ; but even among white 
people the pigmentation varies not only in depth but 
also in distribution. Some maculz are uniform in colour ; 
but pronounced mottling or stippling is not uncommonly 
found in the absence of any visual loss, so that one cannot 
draw a sharp dividing line between physiological and 
pathological pigmentation. Another variable feature 
is the foveal reflex. The classical reflex is by no means 
always present in a healthy eye, but it is generally more 
conspicuous in the young then in the old. One more 
phenomenon best observed in the young is a circular 
or part-circular reflex around the circumference of the 
macula, to which Ballantyne (1940-41) drew attention in 
his fascinating paper about fundus reflexes. 

The main signs of macular disease can be classified 
under seven headings. 

1. Swelling can be mainly fluid, mainly solid, or mixed. 
Fluid swelling is best exemplified by central serous 


retinopathy, a strange condition which has beeen 
described under various other names—e.g., preretinal 
edema, idiopathic flat detachment of the retina, central 
annular retinitis, central angiospastic retinopathy, and 
chorioretinitis centralis serosa. Even in this disease, 
however, some of the fluid may coagulate into solid 
fragments which tend to sink to the bottom of the 
blister; after the manner of white corpuscles in a hypopyon. 
The size of a swelling, whether fluid or solid, may vary 
from a minute dot to one that occupies the whole macula 
and even extends beyond. Small dots or cysts are com- 
monly circular, but they may be quite irregular in shape, 
and their borders may be sharp or indefinite. They 
may be single or multiple. We can measure the amount 
of forward jutting in terms of dioptres, on the same 
principle which governs the estimation of swelling in an 
optic disc. ‘ 

2. Atrophy in extreme degree produces a macular hole 
with sharp margins. Such holes are not very common, 
and are usually preceded by a cluster of small cysts. 
Irregular patches of atrophy may be the residue from a 
past focus of central choroido-retinitis or of commotio 
retine. Post-traumatic atrophy is sometimes disposed 
in the form of streaks or crisscross lines. Irregular 
patchy atrophy is a marked feature in many cases of 
heredo-macular disease. 

3. Vascular changes.—Hemorrhages range from the 
minute punctate blobs o” early diabetic retinopathy to 
the huge subhyaloid effvsions that may accompany 
subarachnoid leakages. In senile massive hemorrhagic 
exudate at the macula the ophthalmoscopic signs keep 
changing as long as absorption continues. Small varicose 
buds or micro-aneurysms are the characteristic pre- 
decessors of early diabetic hemorrhages, but they are 
not pathognomonic of that disease. They may occur, 
for instance, in ordinary arteriosclerotic retinopathy. 
Sclerotic’ changes are sometimes distinctly visible in 
the retinal branches that supply the macula, and in the 
corresponding part of the choroidal network when the 
central zone of the pigment epithelium has undergone 
atrophy. Another possible vascular change is the forma- 
tion of adventitious vessels, which often represent 
attempts to set up a collateral circulation. 

4. New-formed connective tissue may be found arising 
from the margins of a choroidal rupture, or it may be the 
aftermath of cdematous exudates. In arteriosclerotic 
retinopathy, especially if the patient is also diabetic, 
masses of connective tissue can create a scaffolding for 
vessels growing forward into the vitreous, and this 
mass of new-formed tissue may ultimately pull the retina 
from its bed (retinitis proliferans). 

5. Orystalline deposits often consist of cholesterin, 
and are not uncommonly found after central exudation 
has ebbed away in arteriosclerotic retinopathy, especially 
the acute form associated with renal disease. They may 
also occur in Coats’s disease, subhyaloid hemorrhage, 
familial degeneration, malignant growths, and as a sequel 
of optic-dise edema. 

6. Alterations in the foveal reflec.—We have already 
noted that the relative distinctness of this feature varies 
greatly from patient to patient. Absence of the reflex is 
perfectly compatible with normal function, but we should 
particularly notice its absence in one side if it shows up 
well in the fellow eye. Unilateral absence is not uncom- 
monly linked with partial optic atrophy. The reflex 
may also be distorted by scars in or near the outer part of 
the macula. 

7. Discoloration is very important, even if we make due 
allowance for those physiological variations to which 
reference has already been made. The abnormal foci may 
be single or multiple, small or large, black or almost 
any colour, especially yellow or grey. The typical Tay’s 
dot is bright-yellow and clear-cut like a blob of paint ; 
but many variants occur, and sooner or later the patient 
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is likely to display dark pigment side by side with the 
dots. Small dark-red cysts are not always easy to dis- 
tinguish from degenerative dots. 

There is one form of change which I find most baffling. 
It affects otherwise healthy people in their twenties or 
thirties and often begins in one eye months or years 
before the other is involved. These people give no family 
history of eye trouble, and their macular lesions consist 
of dull yellowish-grey dots with indistinct margins 
together with irregularly distributed pigment. As time 
goes on the dots tend to coalesce with each other, and 
central vision steadily fails, although not always in direct 
proportion to the amount of visible change. Here it is 
worth emphasising that the macula can spring many 
surprises upon us. Gross failure of central vision is quite 
compatible with relatively inconspicuous stippling. 
On the other hand gross pigmentary lesions at each 
macula—e.g., from old rubellar retinopathy—-may come 
to light in a patient enjoying excellent vision. 

One last point about discoloration is worthy of 
mention: macular edema of more than a few weeks’ 
duration, whatever its origin may be, is almost always 
followed by pigmentary change, even if the fluid wholly 
disperses, and even if the visual acuity is restored to 
normal. 

Accessory Methods of Investigation 


If the cause of a macular lesion remains obscure 
after a thorough clinical examination, the question 
arises whether the problem can be resolved by laboratory 
tests, X-ray pictures, and other special forms of investiga- 
tion. In my experience these accessory methods have as 
a rule proved disappointing. Time after time in a macular 
degeneration of unknown origin I have been con- 
fronted with a series of negative results from such tests. 
I do not say that we should never resort to extra diag- 
nostic aids, but I would seriously suggest that we should 
use them only in selected cases, and not until the clinical 
data have been thoroughly sifted. Those who rely too 
much upon special tests are apt to overlook many of the 
key facts obtainable from history-taking and routine 
examination of the eye. 


REFERENCE 
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UPPER FEMORAL FRACTURES 


IN THE AGED 
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THe treatment of fractures usually aims at the com- 
plete restoration of function, but in the aged it is often 
impossible to do this. However, we believe that the 
results described here of internal fixation of subcapital, 
transcervical, and intertrochanteric fractures in 150 
people aged more than 70 vindicate active surgical 
treatment in almost every instance. We do not attempt 
to assess the orthopedic success of the fixation but 
rather to demonstrate the general value of the operation 
to the patient, the relations, and the hospital service. 


Historical Outline 


Operative fixation of fractures of the upper end of the femur 
was first used for subcapital and transcervical fractures, 
which carried such a bad prognosis as regards union when 


treated conservatively. Smith-Petersen et al. (1931) described 
the Smith-Petersen nail devised in 1928. They inserted it by 
direct vision, which necessitated a major operation and tended 
to add to the-disturbance of the capsular vessels; their 
description, however, has led to many advances in a pro- 
cedure only occasionally mentioned from 1850 to 1931. 

Wescott (1934) described the “ blind’’ lateral approach 
for inserting the Smith-Petersen nail, using a total operating- 
time of 6-15 minutes, though adopting a different radiological 
technique from that used now; he described only 12 cases. 
Guide-wires had been described by Johansson (1932). From 
then on, the technique of “ blind ”’ insertion of the Smith- 
Petersen nail was perfected and adapted to the style of 
various operators, and the operation was universally accepted 
as a great advance, though all reports were on unselected 
series involving all age-groups. 

“* Boyd and George (1947) surveyed about 300 consecutive 
fractures of the neck of the femur treated by the staff of the 
Campbell Clinic. The total mortality was 9-3% ; there were 
28 deaths: 21 within the first four weeks and 7 between one 
and six months. All the patients who died were aged 60 or 
more. The mortality increased rapidly with each decade ”’ 
(Speed 1956). 

The treatment of intertrochanteric fractures by internal 
fixation was first suggested by Key (1939), and blade-plates 
for this p were described by Jewett (1941), Capener 
(1944), Moore (1944), and Taylor et al. (1944). Since then, 
various appliances, each with its own merits, have been 
described, all with the same end in view—“ the greater 
comfort and mobility of the patient, the lowered mortality 
in the older age group, and the economy of hospital beds ve 
(Evans 1949). 

It is well known that union of this type of, fracture is 
usually good under conservative measures, but it is also 
well known that, though prolonged splintage is usually 
‘* safe ’’ in younger people, it can often hasten morbid processes 
in the elderly. 

Hershey and Apogi (1944) stated that “ only the moribund 
are refused operation ’’ and “ it is agreed now that no patient 
need be denied operation because of advanced age.’’ They 
attributed their successes to the advances made in pre- 
operative and postoperative care and anzsthetics, though it 
was not until several years later that their views were widely 
adopted, especially in the U.S.A. 

Evans (1949) compared 22 cases treated by operation, 
with 101 cases treated conservatively and advocated routine 
operation for’similar reasons to these which we advance. 

Bosworth and Fielding (1953) emphasised the need for 
speed in operating on the elderly; and they and Badgley 
(1952) and Goldsmith et al. (1953) review the assessment and 
management of cases. 

None of the aforesaid reviews was limited to the age- 
group 70 or more, an age-group naturally attended by 
high morbidity and mortality. We therefore collected 
the present series to confirm our first impressions of the 
advantages of the operation and to record what we feel 
to be reasonable practice in a busy provincial hospital. 
In doing so we entirely endorse the opinions of the 
above-mentioned workers. 


Material 

This series of 150 patients aged more than 70 repre- 
sents all those in this age-group operated on in 1948-54 
by two surgeons (one being F. E. 8.) using a similar 
technique. The policy pursued was initiated by the 
orthopedic surgeon (Mr. W. McKechnie), who did most 
of the operations. Several anesthetists took part, but 
a substantial proportion of the patients were anzs- 
thetised by D. H. 8. Before 1951 only fractures of the 
neck of the femur suitable for Smith-Petersen nails 
were operated on; but in 1951 we began to use the 
Capener-Neufeld type of nail-plate for intertrochanteric 
fractures. Since then all the patients who were not 
apparently moribund on admission were operated on. 
This extension of operative treatment explains the 
increased numbers from 1951 onwards (table 11). 

With the increased longevity of the population, the 
proportion of elderly patients, here as ‘elsewhere, has 
increased, and conservative treatment would have 
proved impossible in the available accommodation. 
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Rapid mobilisation of these elderly people has not only 
benefited the hospital bed-state but also has undoubtedly 
reduced mortality and morbidity and has given con- 
siderable mental and physical relief to the patients. 

Since patients aged less than 70 did not constitute 
so great a problem as did those aged 70 or more, we 
chose the 71st year as the beginning of old age. 


Advantages of Operation 

The advantages of operation may be summarised thus : 

(1) Immediate control of pain (a very exhausting feature in 
the aged). 

(2) Early and increased mobility, without uncomfortable 
restricting appliances. 

(3) Simplification of nursing. 

(4) Early discharge (home if the relations can manage). 

(5) Possibility of eventual ambulation, even in the most 
unpromising cases. 

These considerations have convinced us that, as a 
general rule, it is always better to nail than not to nail, 
even as a short-term policy; and that three months’ 
survival may be accepted as a ‘“‘success.”’ It is, of 
course, evident that a substantial number of those who 
are operated on will not survive three months, but the 
apparent impossibility of predicting the failures obliges 
us to give almost every patient his chance. One gets 
surprises in both directions. . 


Examination on Admission 


The following routine has been evolved from experi- 
ence. On admission each patient is questioned as regards 
the following items : 

(1) The cause of the accident—e.g., cerebral thrombosis. 

(2) His previous illnesses. 

(3) His capacity for outdoor activity, or ability to move 
around in the house, before the accident. 

(4) The presence of a cough or undue breathlessness. 

The investigation, after the diagnosis‘of the fracture 
has been established, is not elaborate but includes 
careful examination of the cardiovascular and respiratory 
systems, with the possibility of cardiac failure or of 
hypostatic pneumonia borne particularly in mind. All 
that one requires to know may be very simply elicited. 
The replies to the questions described above make the 
mental condition evident. Palpation of the pulse and 
apex-beat, a glance at the lips and neck veins, a quick 
look for «edema, and the recording of the blood-pressure 
complete the examination of the cardiovascular system. 
The state of the respiratory system can be quickly 
assessed without moving the patient about very much. 
A hemoglobin estimation and a blood-film can be made 
if severe anzmia is suspected. Elaborate biochemical 
investigations would be quite impracticable for us, and 
we doubt if they would affect the results. We particularly 
note, and dislike, a persistent tachycardia and crepita- 
tions at the lung bases, and do. not think that operation 
should be undertaken until their respective causes have 
been speedily and effectively treated. 


Prognosis 
A favourable prognosis is indicated by the following : 


(1) General fitness; actual age is less significant than 
** physiological age ’’ (Foldes 1950). 

(2) High level of physical activity up to the time of the 
accident. 

(3) Mental condition alert, philoscphical, codperative. 


An unfavourable prognosis is indicated by the 


following : 


(1) Feebleness. 

(2) Poor level of pre-accident activity ; some patients may 
have been virtually bedridden. 

(3) Mental condition showing confusion, apathy, depression, 
pessimism, resignation, and loss of the “‘ will to fight.’’ 

(4) Development of incontinence. 

(5) Concurrent illnesses. 


Sometimes these unfavourable features are not evident 
on the day of admission but appear a day or two later. 


Preoperative Management 

If the patient is considered to be ready for operation, 
this is arranged as soon as conveniently possible, prefer- 
ably the next day, though we do not object to operating 
after an interval of about eight hours in suitable cases. 
There is nothing to be gained, and a good deal to lose, 
by regarding these cases as true emergencies and operating 
within an hour or two of admission ; but we prefer not 
to leave them more than two to three days at the most. 

During this waiting period we seldom find it nec 
or desirable to apply traction or to splint the leg with 
anything more elaborate than a sandbag or a pillow. 
Small doses of sedatives and analgesics provide sleep and 
control pain. Large doses of such drugs prove harmful 
in many cases. Light nourishment and fairly copious 
fluids replenish liver-glycogen and correct dehydration. 
By thus postponing the operation there is a further 
opportunity for recognising any concurrent condition 
—e.g., cardiac failure and diabetes—and immediately 
instituting appropriate therapy. 

We emphasise that it is just as undesirable to postpone 
operation unduly as it is to do it prematurely. 


Operation 

We are not concerned here with details of the operation, 
but certain points are worthy of comment. We believe 
with Lorhan (1949) that mortality increases with 
operating-time ; so we try to reduce this. Our usual 
operating-time is 20-30 minutes for a Smith-Petersen 
nail and 30-40 minutes for a Capener nail-plate, using 
X-ray control. To this must.be added 20-30 minutes for 
the induction of anzsthesia, the reduction of the fracture, 
and the positioning of the patient at the beginning of 
the operation, and the application of a plaster-shell 
fitted with an anti-rotation bar to the leg at the end of 
the operation. During the operation intravenous fluid or 
blood is rarely given. 

Anesthesia 

Premedication.—Usually morphine gr. 1/,—/;, with 
atropine gr. 1/;99. The dose of morphine is assessed on 
the patient’s condition and is not prescribed according 
to age. We do not find that morphine in doses of this 
order depresses consciousness or respiration to an 
undesirable degree (cf. Wilson 1952). 

Choice of Agents.—One of us (D. H. 8.) has found the 
sequence thiopentene, nitrous oxide, and pethidine very 
suitable for this type of operation; but many of the 
patients were successfully anzsthetised by other anzs- 
thetists using other methods. 

Induction is achieved by the very slow injection of 
a small dose of thiopentone—e.g., 0-1—0-2 g.—and nitrous 
oxide 1-0 litre a minute with oxygen 0-5 litre a minute 
is then administered through a closed-circuit apparatus 
with the expiratory valve open. The patient is then taken 
into the theatre and placed on the orthopedic table. 
Either at this-point or on subsequently attempting to 
reduce the fracture about half the patients may groan 
or move. This is regarded as the signal for a further 
small dose of thiopentone—e.g., 0-05-0-10 g.—the total 
dose of thiopentone hardly ever exceeds 0-35 g. The 
reduction of the fracture is now easily accomplished and 
the patient secured to the table. The X-ray tubes are 
next placed, and the skin is prepared. A few minutes 
before the incision a small dose of pethidine hydro- 
chloride, usually 25 mg. but occasionally 50 mg., is 
injected intravenously. A further 25 mg. may be given 
during the operation if indicated. If at any time the 
respiration appears unduly depressed it_is gently assisted 
as necessary. The nitrous oxide is discontinued as the 
surgeon begins to close the wound, and the patient is 
reacting to stimuli before the plaster shell has been 
completed. 
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TABLE I—AVERAGE AGE AND MORTALITY IN 150 CONSECUTIVE 
OPERATIONS 


Average No. of Deaths se 
— age ationts within Untraced* | traced 
(yr.) I i 3 mos. Cc 
Males 79-9 22 9 os 9 
Females 78-6 128 26 8 34 
Total 78-9 150 35 8 43 
Mortality-rate = ot $3 23-3% 28-7 % 


* Not known to be alive 3 months after operation. 
Postoperative Management 

Postoperatively the patient is sat up as soon as con- 
scious, and mobilisation of the leg out of the plaster shell 
is started by the physiotherapist next day. The time 
when the patient is sat out of bed varies with (1) the 
fixation achieved (this depends, of course, largely on the 
degree of comminution of an intertrochanteric fracture, 
or on the smallness of the capital fragment in a high 
subcapital fracture) and (2) the patient’s general con- 
dition. We usually sit them out of bed well within ten 
days, often within the first week, and occasionally even 
on the day of operation. (The time for weight-bearing 
varies with the type and appearance of the fracture, but 
in simple cases partial weight-bearing may be allowed at 
about ten days.) 

We supply them first with the ‘‘ walking machine” 
and then with crutches, as soon as they can manage 


TABLE II—SEPARATE FIGURES FOR DEATHS AND OPERATIONS 
BEFORE AND AFTER ADOPTION OF CAPENER NAIL-PLATE 


Before adoption of After adoption of 








nail-plate nail-plate 
No. of Da Un- No. of pea Un- 
opera- within = opera- thin 
tions 3 mos. traced® tions 3 mos. traced* 
Males ..| 3 1 at 19 8 re 
Females .. 20 3 1 108 23 7 
Total .. | 23 4 1 127 | 31 7 
* Not known to be alive 3 months after operation. 
thereafter. The plaster shell is maintained between 


periods of activity and at night for about 6-8 weeks. 
The time of discharge depends on all the usual physical 
and domestic factors. Medical measures are introduced 
whenever required, and the general management includes 
the addition of protein supplements to the diet. 


Case-record 


In August, 1954, a woman, aged 981/,, fell one evening about 
5 p.m. while sitting down on a chair outside her house, sus- 
tained a comminuted intertrochanteric fracture and was 
admitted to hospital at 7 p.m. 

On admission she was coéperative, in full possession of her 
mental faculties, and in reasonably good physical condition. 
Her pulse was regular, rate 80-90; blood-pressure 155/95 
mm. Hg; no crepitations, rhonchi, or cardiac murmurs. Her 
relations supported the suggestion of operation, which was 
planned for the following morning. 

Operation.—No premedication was prescribed, because she 
was placid enough not to require it, and we were anxious to 
have her fully awake as soon as possible. At 10.30 a.m. the 
fracture was speedily fixed with a Capener nail-plate. The 
anesthetic consisted of thiopentone sodium 0-2 g. in divided 
doses, with nitrous oxide as described, and pethidine hydro- 
chloride 25 mg. given intravenously three minutes before the 
incision. The total operating-time was 38 minutes, comprising 
13 minutes from the start of the induction until the incision, 
plus 25 minutes from the incision until the insertion of the 
last skin-suture. 

Postoperatively the patient’s reflexes were returning as the 
mask was removed. Her systolic blood-pressure had fallen 
to about 100 mm. Hg, and towards the end of the operation 
an intravenous drip was set up; she received 400 ml. of 
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glucose-saline solution, followed by ‘ Dextraven ’ 255 ml. She 
recovered consciousness an hour after the start of the operation 
and was immediately sat up in bed. At 4 p.m. the same day 
she was sat out of bed in a chair for 10 minutes, and twice 
daily thereafter for increasing periods she was sat out of bed 
and allowed to walk a few steps. She remained coéperative 
and alert. We allowed her home after ten days because we 
felt that the home environmént would be preferable to that 
of a busy hospital ward. Unfortunately the relations did not 
seem to have the courage to follow our request to get her out 
of bed frequently, and she developed a urinary infection. 
However, she improved despite this and survived for five 
months after the operation, dying in January, 1955. 


Discussion 
Series recorded by other workers—e.g., Hershey and 
Apogi (1944), Willis (1947), Arden and Walley (1950), 


TABLE III—AVERAGE AGE AND MORTALITY YEARLY 








Deaths within 
3 mos. 
Year No. of Average | Mortality- 
operations age (yr.) rate 
No Average | 
; age (yr.) 
1948 7 77 
(one 89) 
1949 8 77 2 83 25% 
1950 14 78-9 3 9 21% 
1951 33 79 11 79-7 33 % 
1952 27 78-7 83 15% 
1953 27 78-5 6 78-9 22% 
1954 34 79-7 817 26% 
Total .. 150 me 35 23 % 


Ruben et al. (1951), and Williams and McLean (1952)— 
are for various reasons, not strictly comparable with ours, 
principally because of the advanced age of our patients 
(average age 78-9 years) (table 1). We therefore attempt 
no such comparison. 

Table 1 shows the numbers and the three-month 
mortality separately for the two sexes. 8 patients were 
** untraced ’’ because it was impossible to establish their 
fate between discharge from hospital and the expiry of 
the three-month follow-up period. Some may have left 
the district or gone to live with relations with whom 
we failed to establish contact ; others may well have died. 
Nevertheless, in calculating the gross three-month 
mortality-rate (28-7%), they were all assumed to have 
died. The changes in the figures after the adoption of 


TABLE IV—RESULTS OF 23 OPERATIONS FOR INSERTION OF 
SMITH-PETERSEN NAIL BEFORE ADOPTION OF CAPENER 








NAIL-PLATE 
rithi Untraced 
Deaths within 3 mos. patients* 
Age- |__| 3-month 
—T No. Jurvivals Time Short- 
No. after Causet No. w. 
op. nown 
survival 
Men 
70-74 | 1 1 Py ‘ 
75-79 ‘ —s | me 
80-84 2 1 1 4 days | Hypustatic pneu- 
| monia 
Total 3 2/1 — 
Women : 
70-74 | 8 7 1 6 weeks Sudden cerebral 
hzemorrhage 
75-79 5 5 wa a4 - 
80-84 4 3 1 ilday ? Acute cardiac 
+4 failure 
85-89 3 13 1 52days Cerebral throm- 1 2 mos. 
bosis 
Total 20, 16 =#|3| .. en ch ae 


* Those not known to be alive 3 months after operation. 

t In tables rv and v the causes of death have been recorded as 
stated by the responsible doctor in each case, at the cost of 
absolute uniformity in nomenclature. 

t Aged 89 at operation ; alive and well 6 years later. 
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the nail-plate are recorded in table 1m. Table m1, por 
shows the annual mortality, suggests that, while we were 
gaining experience in the insertion of the Capener nail- 
plate and of the longer anesthesia required—i.e., in 
1951—our mortality-rate was unfortunately raised but 
it dropped thereafter. 

Tables rv and v show the three-month survivals, the 
deaths, and the causes of death in each five-year age- 
group and suggest that the operation and/or the anszs- 
thetic was seldom directly responsible for a death. Most 
of the deaths followed the type of illness which old people 
get when relative inactivity is enforced, of which they 
might yery possibly have died even without a fracture ; 
the fracture, however, undoubtedly accelerated death. 
The hazards of rest in bed for the aged (Warren 1950, 
Hill 1952) are well recognised and need not be recapitu- 
lated here. 

At least 97 of the 150 patients are known to have walked 
again. Of the remaining 53 patients 43 were either dead 
or not known to be alive at the end of three months; 2 
were admitted to the local mental hospital because of 
senile dementia, and remained more or less bedridden ; 
and others had been too frail before the fracture to be 
capable of much activity afterwards or were not seen 
beyond the three-month period because the family 
doctor thought the journey to the outpatient clinic 
inadvisable. A few of those known to walk again had to 
have a further operation—e.g., acrylic-head arthroplasty 
—because of the onset of avascular necrosis and/or non- 
union. The general preoperative condition of — 
quarters of those who died Was classified .as ‘‘ frail” 

‘poor ’”’ or ‘‘ very poor.’ 

Many of the family doctors, when asked for follow-up 
details, were most helpful in their replies, and several 
expressed astonishment at the results. 
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TABLE VI—OPERATIONS ON PATIENTS AGED MORE THAN 70 











IN 1955 
Operation Men Women Totals 

Nailing of upper femoral 

fractures . 9 (39%), 40 (17-9%) 49 (10-7%) 
Other orthopedic operations 9 (3-9%) 31 (13:9%)| 40 (87 Yo 
Ophthalmic operations .. 32 (13-7%) 48 (21-5%)) 80 (17-5 % 
Prostatectomy $ 37 (15-9 %) ner 37 (81% 
Other genito- ‘urinary opera- 

tions a 66 (28-3%)| 15 (6:7%)) 81 (17-8%) 
Others * rs ". | 80 (34-3)! 89 (40-0 %) |169 (37-2 %) 

Total .. pes -- {233 223 456° 


* 10% of 4579 operations (see text). 


Since this series was completed, we have gained the 
impression that the number of female patients in this 
age-group has increased, and the problem of ‘‘ disposal ” 
in the convalescent phase is correspondingly magnified. 


Conclusions 


Though we do not attribute a high degree of statistical 
significance to our results, the following tentative con- 
clusions seem reasonable : 


(1) These operations constitute a very large homogeneous 
group of all operations on patients aged more than 70, parti- 
cularly women. This is illustrated in table v1, which shows the 
numbers of patients in certain categories from among those 
aged more than 70 who were operated on in 1955. 4579 
operations were recorded in the operation-book at the 
Cumberland Infirmary for 1955. Of these 456, or almost 
exactly 10%, were on people aged more than 70; and of 
these, 49, or just over 10%, were for upper femoral fractures, & 

(2) Fractures in this region are about five times as common 
in women as in men ; the mortality-rate appears to be higher 
in men (cf. Hershey and Apogi 1944). 

(3) Of patients who die within three months relatively few 
(7 in our series) die within two weeks of operation. 


TABLE V—RESULTS OF 137 OPERATIONS AFTER ADOPTION OF CAPENER NAIL-PLATE 





Age- No, | 3-month 


Deaths within 3 months 





Untraced patients* 


























yg survivals Shortest 
yr. No. | Time after op. Causet No. known 
survival 
Men: 
70-74 5 4 1 2 months ? 
75-79 2 2 ss < 
| { : month Arteriosclerosis ; cardiovascular degeneration 
80-84 9 5 | 5 weeks Hypostatic pneumonia ; uremia 
} | | 3 months Cardiovascular degeneration ; dementia 
85-89 | 2 2 {3 daz ; P 
as 13 day: Cardiovascular degeneration ; hypostatic pneumonia | 
90-95 1 a After Ord week | ? (Discharged fit) | | 
j | 
Total 19 1l 8 | 
Women : 
| | | {15 days | Cardiac failure ; hypostatic pneumonia | 
70-74 25 22 2 months ? (Known to have subacute intestinal obstruction) 
3 months Arteriosclerosis ; hypertension ; cerebral hemorrhage | 
| | {/_2 hours | Pulmonary ss } 
} | | 12 hours Cerebral hemorrhage } 
17 days Hypostate pneumonia (at home) } 
|}18 days ocardial Gageneration (died or evening of discharge) | 
| |20 days a em | 
75-79 | 42 28 1l |< 4 weeks Cardiovascular degeneration (at home) |{1 day 
|| 4 weeks Hypostatic pneumonia | 3 |{1 month 
|| 6 weeks Cactlovessular degeneration (at home) | (1 month 
°6 weeks | % (at home) | 
3 months | Sudden - ae heemorrhage (at home) } 
3 months Acute pulmonary cedema (secondary to severe cardiovascular | | 
| degeneration) } | 
|, 24 hours Acute circulatory failure } 
3 days Chronic bronchitis ; myocardial degeneration | | 
22 days Cerebral thrombosis ; hypostatic pneumonia | 
80-84 24 15 8 4 weeks Hypostatic pneumonia j | 
5 weeks Cerebral thrombosis ; hypostatic pneumonia | Lt | 12 days 
| | | 6 weeks Hypostatic pneumonia : ; cystitis 
|| 2 months Chronic myocarditis (at home) . | 
| ? ? a; home) { | 
85-89 | 12 10 Am 6 weeks mile cardiovascular degeneration (at home) 1 oe 2 months 
90-94 | 4 2 es 6%... 
98/, 1 1t T rub eh 
Total 108 78 23 Lom 


* Those not known to be alive 3 months after operation. 


+ See footnote to table | IV. 


t Died at 5 mdaths. 
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(4) Although we have no comparable series of patients 
submitted to conservative treatment, we believe operation to 
be preferable, for the reasons already stated. 

(5) No patient should ever be denied operation on grounds 
of age alone. 

Summary 

150 patients aged more than 70, who sustained upper 
femoral fracture and were treated by the appropriate 
type of nailing, are reviewed. 

The advantages of operation compared with con- 
servative treatment, in almost every case, irrespective 
of age, are emphasised, three months’ survival being 
regarded as a ‘‘ success.’ The three-month survival-rate 
was over 70%. 

We are grateful to Mr. W. McKechnie, under whose care 
all the patients were, and who did many of the operations, 
for allowing us access to his records and for his advice. Our 
thanks are also due to all the busy general practitioners who 
responded so well to our inquiries. 
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INCREASE IN VENOUS AND ARTERIAL 
PRESSURES DURING SUDDEN EXPOSURE 
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Glaser et al. (1950) demonstrated a shift of blood from 
the periphery to the lungs and liver in subjects cooled 
with wet towels. Doupe et al. (1938) obtained a fall in 
antecubital venous pressure when a piece of ice was 
applied to their subjects’ thighs, but showed this fall to 
be due to a decreased blood-flow in the arm and not to a 
fall in central venous pressure. Bondurant et al. (1957), 
however, obtained rises of pressure amounting to 3 and 
4-5 cm. of water in the inferior vena cava in two subjects 
who immersed an arm in stirred ice water. Such immer- 
sion is painful and accompanied by a rise in arterial 
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pressure (w olft 1951). T as. summed paper describes 
observations made on the circulation and respiration 
during rapid general chilling of insufficient intensity to 
cause pain. 

Methods 

The subjects were seven healthy men aged 18-30. Five 
of them took part in the first series of experiments. For 
these they wore socks, two pairs of trousers, and a shirt 
and, while comfortably warm, climbed fully clothed into 
a bath of water at 6—-6-5°C. The water came up to the 
middle of their chests and they reclined in the bath at an 
angle of 45°. The presence or absence of venous pulsation 
above the clavicle and the degree and duration of breath- 
lessness were noted. The loudness of the second heart 
sound in the pulmonary area was recorded in all except 
subject A. 

The second set of experiments were made on two sub- 
jects, who wore bathing trunks, and were cooled by hosing 
with water at 12—12-5°C to avoid the hydrostatic effects 
of immersion. Each was in a reclining position, with his 
left arm hanging down, and the pressure in the left ante- 
cubital vein was followed by the citrate manometer 
method of Wood (1940), slightly modified. The height of 
the meniscus was marked manually on a kymograph to 
give a continuous record of venous pressure. Arterial 
systolic pressure was measured on the opposite arm, by a 
cuff and palpation of the radial pulse, every 30 seconds. 
The pulse-rate was also recorded every 30 seconds. 
Respiration was followed by a pneumograph, which 
recorded on the same drum as that used for the venous 
pressure. 

Results 


The table shows the results of the first series of experi- 
ments. Three out of the five subjects who entered the 
cold bath had a transient rise of jugular venous pressure 
and became breathless. Two of the subjects did not 
become breathless, and in them there was no increase in 
the jugular pressure. The increase in venous pressure was 
associated with increased loudness of the second heart 
sound in the pulmonary area in the two subjects in whom 
it was recorded, while in those subjects who showed no 
increase in venous pressure there was no change in the 
heart sound. The subjects who became breathless and 
showed a rise in pressure were not noticeably more nervous 
than the others. 

The accompanying figure shows the record obtained 
from subject F in the second series of experiments. When 
the hose was turned on, his antecubital venous pressure 
rose abruptly by 2-5 cm. and then fell nearly to the resting 
level within a minute. It next rose again in waves to 
reach 10 em. above the resting level after 7 minutes ; 
there was slight shivering during this time. The man’s 
systolic blood-pressure rose about 20 mm. Hg. His pulse 
increased immediately by 16 beats per minute, but after 
a minute returned to the resting rate. The pneumograph 
record shows that he immediately took a deep inspiration 
when the water was turned on. He continued to breathe 
with the chest in the inspiratory position for a minute, 


JUGULAR VENOUS PRESSURE, LOUDNESS OF PULMONARY 
SECOND SOUND, AND DEGREE OF BREATHLESSNESS OF 
SUBJECTS ON IMMERSION IN WATER AT 6—-6-5° 


1 








Subject 
Observation — ; 
A B Cc D E 
Jugular venous Raised Raised Normal Raised | Normal 
pressure 
Loudness of second; Not | Increased) No | acai No 
heart sound in | recorded! change | — 
pulmonary area 
Breathlessness : | 
D vue Severe Moderate None Severe None 
Duration 90 sec. | 20 sec. None 60 sec. None 
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tion, arterial pressure, and pulse-rate. (Records of venous pressure 
and respiration redrawn from original trace.) 


after which his breathing became deeper and there was 
a gradual return towards normal. 

The experiment on subject G gave similar results. 
G’s venous pressure rose to 7-5 cm. above its resting value 
7 minutes after turning on the hose. His arterial pressure 
showed a sustained rise of about 10 mm. Hg, and his 
pulse at first rose by 16 beats per minute, but returned 
to its initial rate after 2 minutes. G breathed with his 
chest in the inspiratory position for 3 minutes, after 
which his respiration became deeper and there was a slow 
return to normal. Both subjects were breathless during 
the first 3 or 4 minutes under the hose, after which 
this discomfort wore off. 


Discussion 


Both the observations on the veins in the neck and the 
records made in the antecubital area are open to objection 
as measures of the central venous pressure. In particular, 
the level of pulsation in the deep neck veins cannot be 
measured accurately and can be misleading if the ‘‘ A ’’ 
Wave increases owing to a change in the force of atrial 
contraction. Similarly the pressure in the antecubital and 
central veins can vary independently when major changes 
of blood-flow are taking place in the arm (Holmgren 1956). 
Since, however, both methods registered an increase it 
was probably a general one. It is known that veins as 
well as arteries can undergo active reflex constriction 
(Burch and Murtadha 1956). The present experiments 
suggest that sudden widespread chilling of the skin may 
initiate sufficient generalised constriction to cause decrease 
in the effective capacity of the circulation, and in 
this way lead to a rise of venous pressure and effects 
similar to those which follow the introduction of a large 
volume of fluid intravenously (Bayliss and Starling 1894, 
Sharpey-Schafer and Wallace 1942): The increase in the 
pulmonary second sound (see table) is evidence of 
associated pulmonary hypertension. 

The respiratory disturbance shown by F and G did not 
always follow the change in venous pressure (see figure), 
and it seems likely that it was largely due to reflexes from 
the skin rather than from distended veins or congestion 
of the lungs. 

A combined rise of venous and arterial pressure (see 
figure) must increase the work of the heart. This may be 
why exposure to cold precipitates angina ; it is known not 
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to cause constriction of the coronary arteries (Berne 
1953). 

Normal people may lose consciousness when they fall 
into cold water, particularly after a heavy meal, and it 
has recently been recognised that people found dead in 
cold water often show none of the classical signs of drown- 
ing (F. E. Camps, personal communication). The peri- 
pheral measurements in this study do not justify firm 
conclusions, but they suggest that a rise of venous as well 
as arterial pressure plays a part in these events. 


Summary 


The antecubital and jugular venous pressure of some 
healthy people rose when they were suddenly exposed to 
cold. 

The rise was accompanied by a moderate increase in 
arterial pressure but little change in pulse-rate. 

Taken together these changes probably increase the 
work of the heart. 

They may together explain why exposure to a cold 
wind excites anginal pain and they are a possible reason 
why people have died suddenly on immersion in cold 
water. 

Our thanks go to the subjects for their coéperation and to 
Mrs. M. E. A. Keatinge for taking the pulse and arterial 
pressure readings. 
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NEURALGIC AMYOTROPHY (PARALYTIC 


BRACHIAL NEURITIS) 
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ASSISTANT PHYSICIAN, NEUROLOGICAL DEPARTMENT, GENERAL 
INFIRMARY AT LEEDS 


In 1943 Spillane described localised neuritis of the 
shoulder girdle, which fairly often afflicted soldiers in the 
Middle East. The essential clinical picture consisted of 
pain around the shoulder and upper arm followed within 
a few hours to several days by atrophic paralysis. The 
distribution varied from the muscles supplied by a single 
nerve—e.g., the long thoracic and the circumflex-—to 
more extensive paralysis indicating involvement of several 
peripheral nerves or nerve-roots. There was no con- 
stitutional disturbance at the onset ; cutaneous sensory 
changes, particularly in the distribution of the circumflex 
nerve, were often present; and the cerebrospinal fluid 
was normal in the acute stages—all features which 
distinguished the condition from anterior poliomyelitis. 

In 1948 we described 136 cases of this condition and, 
ix. view of the doubts about its pathology and etiology, 
gave it the descriptive name of neuralgic amyotrophy 
(Parsonage and Turner 1948). It has also been called 
paralytic brachial neuritis. 

These reports were concerned with- Service personnel, 
in whom long-term follow-up was impracticable. The 
only report on prognosis appears to be that of Dixon and 
Dick (1945), who studied 16 cases and found that, by the 
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end of one or two years, all eneept 2 2 > had shown a striking 
recovery. 

We draw attention here to further features of the 
condition and indicate the prognosis. The paper is based 
on 82 patients seen between 1947 and 1955, most of them 
as outpatients at St. Bartholomew’s Hospital and at the 
Leeds General Infirmary. The follow-up is not so 
thorough as we would have liked but does give a 
reasonable idea of the prognosis. 


Frequency 
The disorder has been seen more frequently in men (54) 
than in women (28), and the age-distribution seems fairly 
wide, except that there were no patients younger than 16, 


Age (yr.) No. of cases 
0-10 e's ae as oe None 
11-20 at a§ i ry 5 
21-30 a re es ys 7 
31-40 a rw es ‘4 24 
41-50 np ‘< a5 “e 26 
51-60 ll 
Over 60 9 (oldest aged 71) 


Precipitating Causes 


Spillane (1943) noted that, in 26 of the 46 cases which 
he described, the condition developed while the patient 
was already in hospital, usually in the convalescent stage 
of an infective illness; and in our previous series of 136 
cases there was an apparent precipitating factor in 98, 
no fewer than 66 being in hospital with some other 
disorder when the pain of neuralgic amyotrophy started. 
In the present civilian series there has also been an 
apparent precipitating factor in a high proportion of 
patients—23 out of 82: 

No. of cases 
Operation : onset 5-14 days’ otter operation es 
Pregnancy and parturition : 2-10 days after parturition 

In hospita) with Snrentened abortion .. 

Medical ers: Convalescing from virus pneumonia 

Convalescing from acute tonsillitis xa 

During acute phase of glandular fever 

During acute phase of pyelitis .. os 

During infective hepatitis : sa 

In hospital with spontaneous pneumothorax be 

With carbuncle on buttock oe 

Few days after coryza 

The operations included tet cpatbiitcen, gastro- 
enterostomy, removal of piles, o6phorectomy, and removal 
of a knee cartilage. The interval between operation and 
the presenting pain of neuralgic amyotrophy varied from 
five days to a fortnight. These lesions were certainly 
not due to traction of the brachial plexus or pressure 
palsies developing during operation, the time interval 
after operation and the presence of pain preceding the 
development of muscle weakness being important points 
of differentiation. In the 4 postpartum cases the 
deliveries were normal except that twins were born in 1 
case, and the interval before the pain of neuralgic 
amyotrophy started was two to ten days. In those cases 
associated with infections recorded in our previous series 
the neurological disorder usually developed during the 
convalescent stage, but in 3 patients in this series it 
developed during the acute phase. In addition 3 patients 
had minor injuries to the shoulder on the same side one 
to two weeks before the pain started and 1 had minor 
facial injuries eight days before. In none of these 
patients was there any persisting disability from the 
minor injury, and we did not think that the nerve or 
nerve-root lesion which developed later could have been 
the direct result of the injury. 


Pain 


The pain is usually of sudden onset and may be of 
considerable severity, needing either morphine or 
pethidine. Most commonly it is experienced around the 
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shoulder and upper arm, but in some cases, particularly 
those in which the musculospiral and the anterior 
interosseus nerves are involved, there may be a good 
deal of pain in the elbow and forearm. At times there is 
bilateral shoulder pain although paralysis may only appear 
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in one arm. The pain is often eneeumntel am snovemeate 
of the shoulder but not usually by movements of the 
cervical spine, and there may be considerable muscle 
tenderness. In 40 patients severe pain had stopped 
within a week; in 26 others it lasted between one and 
three weeks, and in the remainder for longer, the longest 
period being three months. It is not uncommon for a 
milder pain to persist after the severe pain has stopped, 
and this is in some cases due to a partially ‘‘ frozen ”’ 
shoulder. It is sometimes difficult to be sure how long 
after the onset of pain muscle weakness develops; this 
is especially true when the serratus magnus muscle is 
involved, and it also happens with a deltoid palsy, 
because when shoulder pain is severe there is a natural 
tendency to move the arm as little as possible, and the 
development of weakness is easily overlooked until the 
pain has subsided. Most commonly the muscle weakness 
develops fairly suddenly as the pain improves, but in 
some cases it certainly comes on within 12-24 hours 
while the pain is still severe. 





Distribution of Muscle Weakness and Prognosis 


In discussing the prognosis it seems best to consider 
individual nerve or nerve-root lesions separately; if 
there was simultaneous bilateral involvement or more 
than one attack while the patient was under observation, 
the two sides or two attacks have been regarded for this 
purpose as separate episodes but will be mentioned again 
in discussing recurrent cases. , 

LONG THORACIC NERVE 
Lesions 

The long thoracic nerve alone was affected in 28 cases 
(24 on the right side, 3 on the left, and 1 bilateral). 
In 3 other cases, in which the long thoracic nerve was 
affected on the right side, there was other nerve involve- 
ment on the opposite side; and in 8 other cases there 
was other nerve involvement on the same side: 5 cases 
(2 right and 3 left) with the suprascapular nerve, and 3 
on the right side with the circumflex nerve (1 also had 
involvement of the sternomastoid and pectoralis major 
muscles). , 

The commonest lesion was of the long thoracic nerve 
alone, producing palsy of the serratus magnus muscle. 
The striking predominance of lesions on the right side 
was found also in our previous series, where there were 
25 palsies on the right side, 3 on the left, and 2 bilateral. 
Disability from a lesion of a long thoracic nerve varies 
a good deal from patient to patient: in some, winging 
of the scapula is the only complaint ; in others there is 
considerable difficulty in raising the arm above the head. 
We have taken as the criterion of recovery the absence 
of difficulty in raising the arm above the head and of 
winging of the scapula. 


Results 


Long thoracic nerve alone and with involvement of other 
nerves on opposite side : 

Recovery in 8 months, 8. 

Recovery in 12 months, 3 . 

Recovery in 18 months, 10 (including the bilateral case). 

Recovery in 2 years, 5. 

2 patients were lost to follow-up after 6 weeks (palsy still 
complete), 1 still had a partial palsy after 15 months. 1 slight 
disability and winging after 3'/, years, and 1 winging but no 
disability after 5 years. 

With other nerve involvement on same side : 

With suprascapular nerve involvement (5 cases): recovery 
in about 16 months in 3 cases; recovery of spinati but still 
complete serratus-magnus palsy after 2 years in 1 case; and 
moderate weakness of spinati and serratus magnus after 12 
months in 1 case. 

With circumflex nerve involvement (3 cases): recovery in 
2 years in 1 case, and in 3 years in | case, and in | case the 
deltoid muscle recovered in 14 months, but there was still 
some winging of the scapula without disability. 
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These figures show that recovery from a curvatue- 
magnus palsy in neuralgic amyotrophy is usually complete 
or virtually so in about 18 months, but in 2 patients there 
was still some weakness 31/, and 5 years after the onset. 


CIRCUMFLEX NERVE 
Lesions 

Paralysis of the deltoid muscle with, in most of the 
patients, a small area of cutaneous sensory impairment 
in the distribution of the circumflex nerve was the only 
lesion in 10 patients ; and it was combined with involve- 
ment of the spinati muscles in 10 others, and with the 
serratus magnus in 3 (see above). 

Disability from an isolated deltoid palsy may be slight 
because some patients can powerfully abduct the arm 
to a right-angle by the action of the supraspinatus 
muscle, 


Results 

Circumflex nerve alone : 
Recovery in 1 month oi on 1 case 

(partial from onset) 
Recovery in 8-12 months .. 6 cases 
No improvement in 12 months, full : recovery 
in 3 years .. ee 1 case 

No recovery in 2 years and 4 months eae 1 case 
Lost to follow-up... at si es 1 case 


Total 10 cases 
(6 right, 4 left) 
Circumflex and suprascapular nerves : 


Recovery in 9 months “e 2 cases 
Recovery in 12-18 months . 5 cases 
" (includes bilateral case) 
No recovery in 18 months .. ay bs 1 case 
Lost to follow-up after 3 months .. 1 case 
Spinati recovered in 12 months but deltoid 
still completely paralysed after 3 years. . 1 case 
Total 10 cases 


(5 right, 4 left, and 1 bilateral) 


Recovery from a deltoid palsy is usually quicker than 
that from a serratus-magnus palsy, about 12 months 
being the usual time, but in 1 patient there was still 
complete paralysis after 2 years and 4 months and in 1 
other after 3 years. 


SUPRASCAPULAR NERVE 


The spinati muscles were involved alone in only 3 
patients: 1 with a partial lesion recovered in 2 months ; 
1 with a complete lesion recovered in 18 months; and 1 
still had slight wasting but no weakness after 2 years. 
The suprascapular nerve was involved together with the 
long thoracic nerve in 5 other patients and with the 
circumflex nerve in 10 others. 


MUSCULO-CUTANEOUS NERVE 


Only 1 patient had this lesion and unfortunately he 
was lost to follow-up after 4 months, when improvement 
appeared to have begun. 


ANTERIOR INTEROSSEUS NERVE 

Lesions 

In our previous series we recorded 5 patients with 
paralysis of the flexor pollicis longus muscle and of the 
head of the flexor profundus muscle to the index finger : 
in 1 this was the only muscle weakness; but in the 4 
others the shoulder-girdle muscles were also involved. 
We thought at the time that the weakness of the thumb 
and index finger was due to a lesion of anterior-horn cells ; 
but this suggestion was due to anatomical ignorance, as 
Kiloh and Nevin (1952) made clear when they ascribed 
2 similar cases to a lesion of the anterior interosseus nerve. 
This nerve, according to Cunningham’s Textbook of 
Anatomy, arises from the posterior surface of the median 
nerve in the cubital fossa, runs distally on the front of the 
interosseus membrane, and supplies the flexor pollicis 


longus mnasie, the lateral half of the 2 Sexor profundus 
digitorum muscle, and the pronator quadratus muscle. 
In the present series there were 8 cases of involvement of 
the anterior interosseus nerve: in 2 of them this nerve 
alone was affected, but in 6, nerves on the same or the 
opposite side were also affected. In 2 cases the flexor 
profundus tendon of the index finger escaped, but in the 
others it was involved together with the flexor pollicis 
longus muscle. When this nerve is affected, there is 
usually pain in the region of the elbow. 


Results 

2 patients recovered in 15-20 months, 1 in 2 years, and 
4 in 2'/,-3 years. In 1 the flexor pollicis longus muscle 
recovered but there was still weakness of flexion of the 
index after 14 months. 

Neuralgic amyotrophy has been likened to serum 
neuritis, particularly in its tendency to involve the 
shoulder-girdle muscles, and we have seen a case of 
serum neuritis of the anterior interosseus nerve : 


A man, aged 54, injured his left thumb slightly and was 
given antitetanic serum. Ten days later he developed 
generalised urticaria, and on the following day generalised 
pain. These rapidly improved, but pain in the front of both 
forearms persisted for several days, and he developed weakness 
of flexion of the left thumb. A month later there was no 
voluntary power in the flexor pollicis longus muscle, and 
electrical testing showed a reaction of degeneration in this 
muscle. There was no other muscle weakness, and recovery 
took place in about 18 months. 








MUSCULOSPIRAL AND POSTERIOR INTEROSSEUS NERVES 


In our previous paper we did not include any cases with 
involvement of the musculospiral nerve or its branches, 
but we now feel sure that some cases with this type of 
involvement should be included in the syndrome of 
neuralgic amyotrophy. Our reason for saying this is the 
occurrence of musculospiral paralysis in association with 
other nerve involvement typical of neuralgic amyotrophy 
—e.g., a right serratus-magnus palsy and involvement 
of the left posterior interosseus nerve simultaneously ; 
and a C5—C6 root lesion with pain, followed a week later 
by a musculospiral palsy. 

Lesions 

There were 13 cases in this series; the musculospiral 
nerve was affected in 3 cases above the supply to the 
triceps muscle and in 2 above the supply to the brachio- 
radialis and extensor carpi radialis longus muscles, and 
the posterior interosseus nerve was affected in 8 cases. 
In the high lesions there was a small area of sensory 
impairment on the back of the hand at the base of the 
thumb and index finger. In 6 patients other nerves 
also were involved. 


Results 

Musculospiral nerve: Above supply to triceps: 2 
recovered in 3 years except for slight weakness of 
extension of the thumb and fingers, and the 3rd still had 
weakness of extension of the wrist, thumb, and fingers 
18 months later. 

Above supply to brachioradialis: 1 recovered in 2 
years, and at 31/, years 1 had slight weakness of extension 
of the thumb and index finger. 

Posterior interosseus nerve: 4 patients recovered in 
21/,-3 years; 2 in 2 years, except for some weakness of 
extensor indicis muscles in 1 patient; and 1 in 1 year. 
1 patient, with only partial involvement of extensors of 
thumb and fingers and not of the extensor carpi ulnaris 
muscle, recovered in 3 months. 


c5-c6 AND C5-C7 NERVE-ROOTS 
Lesions 
In 12 cases muscle weakness appeared to be due to a 
root lesion rather than to involvement of a peripheral 
nerve. Most commonly there .was weakness of the 
deltoid, spinati, biceps, and bracbioradialis muscles, and 
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often of the clavicular head of the pectoralis major 
muscle, with sensory impairment over the outer side of 
the upper arm, extending down towards the elbow. Ina 
few cases there was also weakness of the triceps muscle, 
indicating involvement of C7 nerve-root. In these cases 
other nerves may be involved on the same or the opposite 
side either simultaneously or shortly afterwards. We had 
12 cases (6 right, 5 left, and 1 bilateral). 
Results 

3 incomplete cases (including one side of the bilateral 
case) recovered within 3 months, 1 incomplete case 
(second side of bilateral case) within 8 months, 1 case 
within 12 months, 6 cases within 2 years (including 1 in 
which the spinati remained very weak), and 1 case 
within 4 years. 1 patient had three recurrences of pain, 
each accompanied by increase of weakness, but he 
recovered, except for weakness of the brachioradialis 
muscles, in 5 years. 


Recurrent Attacks 

Neuralgic amyotrophy sometimes recurs after an 
interval of years. 2 patients gave a history of a previous 
attack almost certainly of similar nature: 1, who had a 
left serratus-magnus palsy, said that 16 years earlier he 
had had an attack of similar pain on the right side followed 
by winging of the scapula, which had recovered in about 
18 months; and the other, whose right deltoid and 
spinati muscles were affected, said that 12 years earlier 
he had had severe pain in the right shoulder, followed by 
weakness and wasting of shoulder muscles, and had 
recovered in a year. 1 other patient had a right serratus- 
magnus palsy coming on a few days after an odphor- 
ectomy and 18 months later developed pain in the left 
upper arm, followed by paralysis of the deltoid and 
spinati muscles. A man with involvement of C5—C6 
nerve-roots on the left side had three further attacks of 
similar pain during the next 4 years, and on each occasion 
the muscle weakness, which was improving, became 
considerably worse. 

In 3 other patients the pattern has been rather different, 
additional nerves becoming involved within a short 
interval of the first attack. 

In a woman whose right deltoid and spinati muscles were 
affected, the right anterior interosseus nerve became involved 
6 weeks later, with weakness of the flexor pollicis longus 
muscle and the flexor profundus muscle to the index finger. 

Another patient, in hospital with a threatened abortion, 
developed severe pain across both shoulders and upper arms, 
followed by bilateral weakness but not complete paralysis of 
the C5—C6 muscles on both sides ; a fortnight later there was 
recurrence of pain in the left arm, and she developed a lesion 
of the posterior interosseus nerve. She eventually recovered, 
but 2 years later her husband, a doctor, reported that she had 
again developed pain in the left upper arm, followed by 
weakness of the left deltoid muscle and extensor muscles of 
the left wrist, fingers, and thumb, from which she recovered 
in about 6 months. 

The 3rd patient had several attacks within a few weeks : 
in August, 1953, after pain in the right shoulder and upper 
arm, he developed a lesion of C5-C6 nerve-roots on the right 
side; in early September his right flexor pollicis longus 
muscle became paralysed ; in late September he had pain in 
his left upper arm but not in his shoulder, and he developed 
paralysis of his left triceps muscle ; and finally, towards the 
end of October, he had further pain and a complete left 
musculospiral-nerve palsy. This type of mononeuritis 
multiplex obviously suggests polyarteritis nodosa, but 
investigation showed no other evidence of this disease, and 
the fact that in three years he has recovered without any other 
developments makes this diagnosis improbable, and he had, 
in our opinion, a relapsing form of neuralgic amyotrophy. 

Summary 

82 patients with neuralgic amyotrophy (paralytic 
brachial neuritis) were studied with special reference to 
the long-term prognosis. 

The anterior interosseus nerve may be involved, either 
alone or in association with other nerves. 


Some cases of involvement of the musculospiral and 
posterior interosseus nerves, preceded by pain, are 
regarded as examples of neuralgic amyotrophy. 

The prognosis for recovery of power is good in most 
patients, the time needed for recovery varying with the 
nerves affected. 

In a few cases second attacks may occur many years 
after the first attack, and additional nerves may be 
involved within a few weeks of the original attack. 
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Tue recalcification time of human plasma is shortened 
by fatty meals (Buzzina and Keys 1956), and in a previous 
paper (Kingsbury and Morgan 1957) we showed that 
in vitro it is shortened by addition of chylomicrons to 
plasma. On fractionation of their lipids it was found 
that this property of the chylomicrons resided in the 
phospholipids but not in the glycerides or sterols. The 
extracted phospholipids, in aqueous solution, shortened 
the recalcification time of fasting plasmas in which there 
were only a few chylomicrons. But we still did not 
know whether plasma phospholipids not associated with 
chylomicrons affected the clotting mechanism, and 
whether the lipzemia itself accelerated it. 

The purpose of the experiments now reported was to 
separate these possibilities by feeding glycerides with 
and without added phospholipids. However, as endo- 
genous production of phospholipid was found to follow 
most glyceride meals, the effects of a phospholipid increase 
without lipemia, and of lipemia without phospholipid 
increase, was studied by feeding specific glycerides. 


Methods 


(a) The triglycerides were fed as emulsions of oil which had 
been previously treated with excess caustic alkali to remove 
the phosphatides and fatty acids, or as pure triglycerides. 
Each triglyceride was fed once to six different volunteers. 

(b) Emulsions.—50 g. of triglyceride was fed to each 
volunteer as an oil-in-water emulsion consisting of one-third 
oil, and two-thirds tap water, stabilised by 1% (w/v) of 
gum-arabic. They were mixed in a kitchen homogeniser 
immediately before use and flavourd with fruit essences. 

(c) Recalcification Times and Extractions of the Chylo- 
microns.—These were performed as described elsewhere 
(Kingsbury and Morgan 1957). 

(d) The plasma-phospholipids were measured according to 
the method of Youngberg and Youngberg (Hawk et al. 1947). 

(e) The free fatty acids were measured by a modified Gross- 
man method (Grossman et al. 1954). Details will be published 
later. 

(f) The plasma turbidity was measured in a l-cm. cell in 
a Hilger Specker using a yellow filter of wave-length 570 mu. 

(g) The Collection of Plasma Samples.—These were taken 
as described by Kingsbury and Morgan (1957), the fasting 
samples before breakfast after an overnight fast and the 
lipemic samples 1/,, 3, 5, and 7 hours after the meal of 50 g. 
of emulsified triglycerides. 


Results 
The charts show the effects on the recalcification time 
of human plasma, of 50 g. of arachis oil (fig. 1), 50 g. of 
tobacco-seed oil (fig. 2), and 50 g. of a mixture of Cg/15 
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glycerides only were fed, 
the resulting chylo- 
microns contained phos- 
pholipid. 

Our problem was not 
solved until we found 
that a meal of a mixture 
of the glycerides of C, 
and C,, fatty acids 
caused a phospholipid 
increase without a lip- 
emia, and that certain 
oils, such as tobacco- 
seed oil, would cause a 
lipemia with very little 
increase in the plasma- 
phospholipid, or some- 
times a decrease. Even 
with such a decrease, 
however, the chylo- 
microns from _ these 
plasmas still contained 
phospholipids, though 
only about a third to 
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Fig. |—Effect of meals of arachis oil on the recal- 
cification time, the turbidity, and the phospho- 


Fig. 2—Effect of meals of tobacco-seed oil on the 
recalcification time, the turbidity, and the phos- 
pholipids of the pl 


half the amounts found 
in chylomicrons after 
feeds of mixed dairy pro- 
duce (to be published). 


2 3 5 Pi 
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lipids of the plasma. 


glycerides. In each of the experiments the chylomicrons 
were extracted from several plasmas and analysed as by 
Kingsbury and Morgan (1957). Their average composition 
(table 1) did not alter significantly. Table 1 shows the 
average composition of the oils used (Hilditch 1956). 


TABLE I-—-AVERAGE COMPOSITION OF CHYLOMICRONS FROM 
THE LIPZMIAS FOLLOWING MEALS OF PURE TRIGLYCERIDES 


Total cholesterol -- 36% 
. 0-1:5% 


Glycerides 845% 


Phospholipids -- 25% Free cholesterol 


In all the volunteers the recalcification times were 
shortened between the 2nd and 6th hours but the maxi- 
mum effect did not necessarily coincide with the lipemias 
—which agrees with recently published experiments 
(Buzzina and Keys 1956). It appeared likely that other 
factors were involved. At the time, we considered 
as factors possibly responsible for the clotting changes 
the release of coagulant fatty acids during the meta- 
bolism of the chylomicron, the endogenous production 
of phospholipid, and the influence of the lipemia itself. 
These possibilities could not be separated through the 
experiment with arachis oil, for the results showed 
that the body responded to the glyceride meal with a 
lipemia, and endogenous production of phospholipid 
between the 3rd and 7th postprandial hours, and further 


TABLE II—AVERAGE FATTY-ACID COMPOSITION (%) OF THE 





OILS USED 
Arachis Tobacco- Cy 
Component acids oil seed oil mixture 
Saturated : 
C, Caprylic o% - as _ 22 
Cy, Capric ° es a as 57 
C,, Lauric on es —- oe 14 
Ci, Myristic ang ab . 
C,, Palmitic 8 7 
C,, Stearic 3 3 1 
Cy, Arachidic 4 
C,, Lignoceric 3 
Unsaturated : 
C,,.-2H Oleic os o> 65 15 : 


C,,-4H Linoleic .. es 17 75 
C,,-6H Linolenic. . ‘ - ve 


Consequently, though 
our experiments demon- 
strated that an increase in plasma-total-phospholipid was 
not a hecessity for clotting, we have not been able to 
observe the effects of chylomicrons without phospholipids. 

The effect of the C,/,, glyceride mixture demonstrated 
unequivocally that a lipemia also was not necessary for 
this effect, for during these experiments there was never 
a postprandial increase in the plasma turbidity, though 
the plasma-phospholipids rose consistently. 

As none of the oils used shortened the recalcification 
time when they were added to fasting plasmas in vitro, 
some change or addition must be responsible for their 
effect in vivo (table 11). 


TABLE III—THE EFFECT OF ARACHIS, TOBACCO-SEED, AND 
Cg/i9 OIL, AND THE SODIUM SALTS OF VARIOUS FATTY ACIDS, 
ON THE RECALCIFICATION TIMES OF HUMAN FASTING PLASMA 


(0-1 ml. of each of the oils, and a 0-1% solution of the sodium 
soaps, were added t6 1 ml. of fasting plasma and the recalcifica- 
tions performed as before. The averages of the fifteen tubes 
for each substance are reported below) 








Recalcifica- Recalcifica- 
Samples tion time Samples _tion time 
min. sec. min. sec 
Controls 5 30 Sodium soaps 
leic 5 30 
Oils Linoleic ont SS 15 
Arachis . ie @ 30 Caprylic .. a x 15 
Tobacco-see 5 55 Capric ‘ oof S 20 
) 5 40 Lauric 5 


Cairo * 


We previously showed (Kingsbury and Morgan 1957) 
that when phospholipids were separated from chylo- 
microns and added to plasma in vitro the plasma-phospho- 
lipids had to be increased by 5-10 mg. per 100 ml. 
before there was a marked effect on the recalcification 
time as we perform it. This was also the increase 
apparently necessary when the phospholipids were derived 
from dairy produce (to be published) ; and in the present 
experiments, where the C,/,, mixture was given, a rise 
in the plasma-phoespholipid of certainly 20 mg. per 100 ml. 
was associated with a shorter recalcification time. This 
evidence seems to confirm that if there is a sufficient 
increase in the plasma-phosphatides, such as follows 
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meals of 6 
dairy pro- 
duce and 
some pure 
triglycerides, 
the recal- 
cification 
time will be 
shortened. 
As we found q 

at least 3% . : 
phospholi- 
pids' in the 
chylomicrons 
after meals of 
phospholipid- 
free triglyce- 
ride, this 
meant that 
if the chylo- 
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within nor- Fig. 3—Effect of meals of a mixture of C,),, glycer- 
mal limits ides on the recalcification time, the turbidity, and 
(unpublished =the phospholipids of the pl 

results)—the 

phospholipids would have increased by at least 6 mg. 
per 100 ml. This would be just enough to affect the 
recalcification time, if the conclusions of the preceding 
paragraph are accepted. 


It is known that addition of chylomicrons to plasma 
in vitro can immediately affect the clotting-time, but this 
does not exclude an additional effect in vivo due to the 
metabolism of their constituents. As chylomicrons are 
composed mainly of glycerides, phospholipids, and 
sterols, and as we have found that sterols are without 
effect on the recalcification time in vitro, and are not 
increased in the plasma by feeding tobacco-seed oil, it 
follows that any effect of the chylomicron (apart from 
its phospholipids) must be due to the surface properties 
of the whole chylomicron or the metabolism of its 
glycerides. 

Poole (1955) showed that stearic, palmitic, and oleic 
acids accelerate the recalcification time, and he reported 
a postprandial increase of fatty acids of 0-3 m.eq. per 
litre in the plasma of rats, which he believes might have 
this effect in vivo. This is about the same increase as the 
10-20 mg. per 100 ml. we found in humans following 
meals of 50 g. of fat. However, we have never found that 
tobacco-seed oil, C,/,,. glycerides, or the acids, or their 





sodium salts, shortened the recalcification time when - 


added to fasting plasma in these amounts in vitro (table 
mr). This confirms Poole’s results with linoleic and the 
acids of low molecular weight; and so it appears that, 
even if the fatty acids released during the metabolism 
of some glycerides can accelerate recalcification, those 
derived from tobacco-seed oil, or the C,/,, glyceride 
mixture, would not have done so. We must therefore 
suppose that in the experiments with tobacco-seed oil, 
where accelerated recalcification accompanied the lipemia 
without an increase of the plasma-total-phospholipid, 
the phospholipids on the surface of the chylomicron 
shortened the clotting-time. This appears to be confirmed 
because chylomicrons can shorten recalcification times 
in vitro, and oil droplets do not do so (Kingsbury and 
Morgan 1957). 

Whether the chylomicron surface contributes its own 
effect, perhaps similar to that of other colloids such as 
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gum-arabic (Seegers and Smith 1942), cannot be deter- 
mined until chylomicrons free of phospholipids are found. 


Summary and Conclusions 


When 50 g. of emulsified arachis oil was fed to normal 
volunteers the effects were a postprandial lipsemia (the 
chylomicrons of which contained phospholipids), endo- 
genous production of phospholipid, and a shortening 
of plasma recalcification time. 

The feeding of a mixture of glycerides of the Cg/1o 
fatty acids resulted in no lipemia, but a phospholipid 
increase and a shorter recalcification time. 

The feeding of tobacco-seed oil resulted in a marked 
lipemia and a shorter recalcification time, but very 
little increase in the plasma-phospholipids. Lipsemia 
is not necessary for the clotting effect seen when the 
plasma-phospholipids are increased in vivo by amounts 
previously found effective in vitro. 

The small amounts of phospholipid present on the 
chylomicron’s surface during lipemia can accelerate 
clotting even when the plasma-total-phospholipid has 
fallen. There may be an additional effect of the chylo- 
micron surface, but this has not yet been demonstrated. 
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Tue variety of organisms present in chronic bronchitis 
and bronchiectasis, and the frequent failure of orthodox 
bacteriological technique to demonstrate the true bac- 
terial flora of the sputum (May 1952), have made the 
chemotherapy of these conditions a complicated problem. 
In spite of an increasing volume of literature on the 
subject there is no generally accepted policy as to how 
antibiotics can be most profitably used. An attempt 
was made in this unit between 1954 and 1956 to assess, 
in chronic bronchitis and bronchiectasis, the value of 
systemic penicillin in controlling infection, and, where 
penicillin failed, the relative merits of chloramphenicol 
and oxytetracycline (terramycin). The opportunity was 
also taken to study the value of routine bacteriology in 


guiding treatment. 
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Material 


131 adult patients were studied, 89 with chronic 
bronchitis and 42 with bronchiectasis. Minor inflam- 
matory changes in the radiograph did not exclude patients 
from the trial, but those with frank consolidation were 
not included. With the exception of 2 patieats with a 
small peripheral tumour, the presence of which was 
thought unlikely to influence the response to treatment, 
those with other diseases were excluded, as were those 
who were febrile or seriously ill. In most cases of 
bronchiectasis, the diagnosis had been confirmed by 
bronchography. Although some of these patients also 
had evidence of bronchitis clinically or on bronchography, 
this was overshadowed by the features of bronchiectasis. 

All patients included in the trial had macroscopic pus 
in the sputum, and this was regarded as evidence of 
infection. It is now appreciated that this conclusion 
may, in certain cases, have been fallacious. We were 
unaware until after the trial began that the presence of 
large numbers of eosinophils could simulate the appear- 
ance of pus (Helm et al 1954.). Thus, uninfected cases 
may have been included in the series, and apparent 
failure to respond to treatment may, in a few instances, 
have been due not to the persistence of neutrophil pus 
but to the presence of eosinophils. 

Many of the patients had received antibiotics in the 
past, usually some weeks or months before entry to the 
trial. A few patients who had been given one or two 
doses of penicillin immediately before admission to 
hospital were included in the series. It was considered 
that in these cases the amount of penicillin received was 
insufficient to influence the nse to subsequent 
treatment, though it may have affected the bacterio- 
logical findings. 

Method 

Surgical ‘ Dettol,’ a colourless liquid which does not 
precipitate protein, was used in the sputum containers 
and the floating contents were classified into one of four 
grades: (a) purulent, (6) mucopurulent, (c) containing a 
trace of pus, and (d) mucoid. No case was admitted to 
the trial unless the sputum was purulent or mucopurulent, 
Purulent or mucopurulent sputum at the end of a course 
of an antibiotic was regarded as indicating failure of 
treatment, sputum containing a trace of pus a partial 
response, and mucoid sputum a complete response. 

When there is pus in the sputum, an early-morning 
specimen is usually more purulent than one obtained 
later in the day. Whenever possible, therefore, the 
morning specimen was recorded. Owing to fluctuations 
in the purulence of the sputum, it was harder to assess 
the response to treatment in bronchiectasis than in 
chronic bronchitis. 

In the first stage of the trial, crystalline penicillin was 
given intramuscularly in doses of either 250,000 or 
500,000 units six-hourly. The choice of dose depended 
largely on the personal preference of the physician in 
charge of the case, but on the whole, patients with 
bronchiectasis more commonly received the higher dose. 
Initially, penicillin was given for five days, but later this 
was felt to be inadequate and the minimum course was 
extended to seven days. Fortunately this has not 
influenced the results, nor has it necessitated a separate 
assessment of the five-day and seven-day groups, for 
only 2 of the patients not responding to penicillin were 
in the five-day penicillin group, and the sputum in each 
was still frankly purulent on the fifth day, having shown 
no sign of improvement. 

Where the sputum was definitely becoming less 
purulent, but was not completely converted to mucoid 
after the standard course of penicillin, the drug was 
continued until the sputum became free of pus or there 
was definite evidence of relapse. 

Patients who failed to respond to penicillin were, with 
a few exceptions (described later), admitted to the second 
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TABLE I-—-RESULTS OF TREATMENT IN PATIENTS WITH CHRONIC 
BRONCHITIS RELATED TO PENICILLIN DOSAGE 











Daily y . : |emenioeny| 
No. of Complete Partial | 
an its ) patients response response 1 new Failure 
1 mega 74 40 (54%) 7 (9%) 4(5%) | 23 (31%) 
2 mega 15 7 (47%) 1 (7%) 1 (7%) 6 (40%) 
| 29 (33%) 


Total 89 47 (53%) 8 (9%) 5 (5%) 


stage of the trial. These patients were allocated to one 
of two treatment groups, according to a list of random 
numbers held by a secretary. Patients in one group 
received chloramphenicol 0-5 g. six-hourly, in the other 
oxytetracycline 0-5 g. six-hourly, in all cases by mouth. 
These drugs were given for five days at the beginning 
of the trial, but later the courses were extended to seven 
days. As in the case of penicillin, the results were not 
influenced by this modification. 

In addition to antibiotics, the patients received 
antispasmodics where necessary, and those with bronchi- 
ectasis were given intensive postural drainage and 
percussion. 

The sputum was examined bacteriologically imme- 
diately before treatment with penicillin was begun. 
Where penicillin failed to clear the sputum of pus, a 
second specimen was obtained after that drug was 
stopped. All sputum specimens were subjected to pre- 
liminary homogenisation by pancreatin (Rawlins 1953) 
in an — to avoid sampling errors (May 1953). 


Results 
STAGE 1: TREATMENT WITH PENICILLIN 


The 89 patients with chronic bronchitis and 42 with 
bronchiectasis received treatment with penicillin as 
follows : 

(a) 74 patients with chronic bronchitis and 25 with 
bronchiectasis received 1 mega unit daily of crystalline 
penicillin in four six-hourly doses. 

(6) 15 patients with chronic bronchitis and 17 with bronchi- 
ectasis received 2 mega units daily of crystalline penicillin 
in four six-hourly doses. 

Of the 89 patients with chronic bronchitis, 47 (53%) 
responded completely and 8 (9%) partially to penicillin. 
5 further patients (6%) responded partially but later 
relapsed while still on treatment—i.e., a temporary 
partial response. , 

Of the 42 patients with bronchiectasis, 9 (21%) 
responded fully to penicillin, 7 (17%) responded partially 
and 2 (5%) had a temporary partial response. 

In both chronic bronchitis aa bronchiectasis, a similar 
pattern of response to dosage was obtained in the two 
treatment groups (tables 1 and 11). 

The mean time taken to reduce pus in the sprtum 
to a trace in chronic bronchitis showing a complete 
response to penicillin was 4-9 days, with a standard 
deviation (8.D.) of 2-0 days. To achieve mucoid sputum 
took 7-0 days (s.D. 3-1). The mean time taken to achieve 
a complete response in the 9 cases of bronchiectasis was 
eight days (range five to thirteen days). 

11 patients who responded fully (9 with chronic bronchi- 
tis and 2 with bronchiectasis) continued penicillin beyond 
7 days before the sputum became clear. All had 


TABLE II—RESULTS OF TREATMENT IN PATIENTS WITH 
BRONCHIECTASIS RELATED TO PENICILLIN DOSAGE 





Daily | No.of | Complete | Partial re 








(cals) | patients response | response response Failure 
lmega | 25 6 (24%) | 6 (24%)! 1(4%) | 12 (48% 
2 mega 17 3 (18%) 1 (6%) 1(6%) | 12 (71%) 
Total | 42 9 (21%) 7 (17%) fi 2(5%) | 24 (57%) 
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dow some clearing of the sputum by the seventh de. 
In these cases, the sputum became mucoid between the 
ninth and fourteenth days. 


TREATMENT WITH CHLORAMPHENICOL OR 
OXYTETRACYCLINE 

60 of the original 131 patients with purulent sputum 
failed to respond to penicillin or had only a temporary 
partial response. 5 patients were withdrawn from the 
trial at this stage, most of them because there was a 
pressing reason for their discharge from hospital and 
treatment had to be completed at home. In addition, 
4 patients in the chloramphenicol group had to be 
excluded because several sputum recordings had been 
omitted. Of the remaining 51 cases, 23 received 
chloramphenicol and 28 oxytetracycline. 

In the chloramphenicol group, 18 patients (78%) (9 
with chronic bronchitis and 9 with bronchiectasis) had 
a complete response while in the remaining 5 (22%) 
(2 with chronic bronchitis and 3 with bronchiectasis) 
there was no response. No patient in this group had a 
partial response. 

11 patients (39%—6 with chronic bronchitis and 5 
with bronchiectasis) responded completely to oxytetra- 
cycline, and 5 (18%—all with chronic bronchitis) 
responded partially. 

In 12 patients (43%) (8 with chronic bronchitis and 
4 with bronchiectasis) there was no response. 

Where the sputum became mucoid, the mean time 
taken was 5-2 days with chloramphenicol (s.p. 1-5) and 
5-8 days with oxytetracycline (s.D. 2-5). 

Of the 5 failures with chloramphenicol, 2 subsequently 
had a seven-day course of oxytetracycline. One of these 
failed to respond to oxytetracycline ; the other had only 
a partial response. 7 of the oxytetracycline failures were 
given a course of chloramphenicol. 4 responded fully 
and 2 partially, and 1 was uninfluenced by chlor- 
amphenicol. Another of the oxytetracycline failures was 
subsequently treated with penicillin (having previously 
failed on penicillin in the first stage of the trial) and 
then responded completely. 


STAGE 2: 


BACTERIOLOGY 
Before Treatment with Penicillin 

Specimens of sputum were examined bacteriologically 
in 92 of the 131 cases immediately before treatment with 
penicillin began. In the remaining 39 cases, specimens 
were not collected until after one or more injections of 
penicillin: had been given, and the results were therefore 
discarded. 

One or more recognised pathogens was isolated in 25 
of 61 cases of chronic bronchitis (41%), and 13 of 31 cases 
of bronchiectasis (42°) (table 11). Pneumococcus and 
Hemophilus influenze predominated in both groups. 

With penicillin treatment, 

(a) 7 patients (50%) with pneumococci predominant 
responded completely and 7 failed. 


TABLE III—-RESULTS OF SPUTUM CULTURE BEFORE PENICILLIN 
TREATMENT 


Chronic 


bronchitis Bronchiectasis 


Specific organisms isolated 





Haemophilus influence ne on 7 4 

Streptococcus pneumonia 4 ae 8 6 
Haemophilus influenza + Streptococcus 

pneumonia : i * 6 2 
Heamophilus influe n ee + Streptococcus 

pyogenes - 1 0 
Haemophilus influence * Staphylococcus 

pyogenes var. aureus. 0 3 

0 











Streptococcus pyogenes . . i 2 
Staphylococ ‘occus pyogene s var. aure Pit 1 
25 13 
Mixed growth of. uppe r re spiratory 
commensals .. 36 18 
Total o vs ee ot 61 31 
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TABLE IV—-RESULTS OF SPUTUM CULTURE FOLLOWING FAILURE 
OF PENICILLIN TREATMENT 

















Specific organisms isolated ee Bronchiectasis 
Heemophilus influenzae ws aye 2 4 
Streptococcus pneumonia 2 

Streptococcus pneumoniae + Siaphylo- 
coccus pyogenes var. aureus " 1 0 
Staphylococcus pyogenes var. aureus .. 1 0 
4 6 

Mixed growth of seaee sacramental 
commensals .. 21 9 
Total we oe os as 25 15 


(6) 6 (55%) with H. influenze predominant responded 
(5 completely and | partially), and 5 did not. 

(c) Of 8 patients in whom both pneumococci and H. influenze 
were the predominant organisms on culture, 4 responded 
(2 completely and 2 partially), and 4 failed to respond to 
penicillin. 


After Treatment with Penicillin 

Bacteriological examination was repeated only in the 
51 cases which failed to respond to penicillin and entered 
the second stage of the trial. In 11 the results were 
discarded because one or more doses of the drug had been 
given before the specimen was collected. 

A recognised pathogen was isolated in 4 (16%) of 
25 cases of chronic bronchitis and in 6 (40°) of 15 cases 
of bronchiectasis (table tv). H. influenze was the org- 
anism most commonly found at this stage, being pre- 
dominant in 2 cases of chronic bronchitis and 4 cases of 
bronchiectasis. The number of cases in which a 
recognised pathogen was predominant was too small for 
any useful correlation to be attempted between the 
bacteriology of the sputum and the results of treatment. 


Discussion 
PENICILLIN 


For many years penicillin has been in general use for 
the treatment of infection in chronic bronchitis and 
bronchiectasis. Clinical impression suggests that such 
treatment is reasonably effective, but few figures are 
available to confirm this. We therefore attempted, in 
the first stage of this trial, to discover the proportion of 
cases responding to penicillin, using the macroscopic 
appearance of the sputum as the sole criterion of the 
existence of infection. 53% of the patients with chronic 
bronchitis responded satisfactorily to penicillin, but only 
21% of those with bronchiectasis. This difference, which 
is statistically significant (Pp << 0-01), may be related to 
the larger bacterial population likely to be present 
in bronchiectasis. 

In patients with chronic bronchitis, a penicillin dosage 
of 2 mega units daily did not seem to be any better 
than 1 mega unit daily, but as the patients were not 
allocated at random to the two treatment groups it 
might be misleading to regard the two levels of dosage 
as equally effective. In the case of bronchiectasis, the 
numbers were too small for any conclusion to be drawn. 

Most patients responding to penicillin did so within 
seven days, but in some the sputum took as long as two 
weeks to clear. Penicillin was continued beyond a week 
only where the sputum state had improved by that time, 
and in such cases a full response was common. The 
reason for this delayed response is not knowu. Possibly 
it should be regarded as indicating spontaneous resolution 
uninfluenced by penicillin. 

Some patients who at first responded partially sub- 
sequently relapsed. In this group, which we have called 
‘* temporary partial responses,’’ the sputum-state deteri- 
orated despite continuation of penicillin. This is a well- 
known bacteriological phenomenon and it may represent, 
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in this instance, the initial suppression of pneumococci 
followed by rapid proliferation of H. influenza. 

There was no correlation between the response to 
penicillin and the pretreatment bacteriology of the 
sputum. On general principles, it might have been 
expected that most of the 14 patients with pneumococci 
predominant would have responded to penicillin, while 
few of the 11 cases in which H. influenze was predominant 
would have done so. In fact the proportion responding 
was the same in the two groups. These figures do not, 
of course, exclude the possibility that in a larger series 
a higher rate of response might be obtained in cases with 
pneumococci predominant, but even if such a conclusion 
were reached it could not be usefully applied to individual 
cases. In no less than 54 of the 92 cases studied bac- 
teriologically, culture of purulent sputum yielded no 
recognised pathogenic organisms. These cases fared 
neither better nor worse in their response to penicillin 
than those in which a recognised pathogen was pre- 
dominant. 

We were thus faced with the conclusion that, as far as 
our own patients were concerned, routine bacteriological 
examination of the sputum in infective exacerbations of 
chronic bronchitis and bronchiectasis was of no value in 
predicting the clinical results of treatment with penicillin. 
This is a common experience. Bacteriological findings 
and response to penicillin may be correlated more closely 
by examination of multiple sputum specimens (May 
1953), but few routine laboratories could cope with the 
increased volume of work this would entail. 

Bacteriological examination of the sputum after 
unsuccessful treatment with penicillin yielded no recog- 
nised pathogen in 30 of the 40 cases so investigated. 
The higher proportion of cases in which this negative 
result was recorded: after treatment than before is 
accounted for largely by the disappearance of pneumo- 
cocci. Not unexpectedly, H. influenze was the organism 
most commonly isolated after unsuccessful treatment 
with penicillin, but in 2 cases, both of bronchiectasis, 
pneumococci apparently survived a seven-day course. 


CHLORAMPHENICOL AND OXYTETRACYCLINE 


The findings in the second stage of the trial indicated 
that where penicillin failed to clear the sputum of pus a 
subsequent course of chloramphenicol (2 g. daily for 
seven days) was more effective than oxytetracycline in 
the same dosage, both in chronic bronchitis and in 
bronchiectasis. 78% of patients responded fully to 
chloramphenicol, but only 39% to oxytetracycline (the 
difference is statistically significant, P< 0-01). It must 
be remembered, however, that these conclusions refer to 
chloramphenicol and oxytetracycline in a dosage of 2 g. 
daily. It may be that a higher daily dose of oxytetra- 
cycline would have achieved better results. Moreover, 
the responses to chloramphenicol and oxytetracycline 
may have been modified by previous treatment with 
penicillin, and the results might have been different had 
the patients been treated from the start with either 
chloramphenicol or oxytetracycline. 

No toxic effects warranting withdrawal of treatment 
were noted in any of the cases in the second stage of 
the trial. 

Bacteriological examination of the sputum was of no 
more value in predicting the response to treatment with 
chloramphenicol or oxytetracycline than it was in 
patients treated with penicillin. Those few cases in 
which a significant predominant organism was isolated 
from the sputum fared neither better nor worse than the 
others in their response to treatment. 

The previous ‘‘ antibiotic history ’’ of a hospital ward 
is important in determining the antibiotic susceptibility 
of its bacterial flora (Finland, M.—personal communica- 
tion). This factor cannot have been of great importance 
here. Both chloramphenicol and oxytetracycline had 


been used freely. Further, most patients had not become 
infected while in hospital. 


GENERAL CONSIDERATIONS 

The importance of controlling exacerbations of infec- 
tion in chronic bronchitis and bronchiectasis is now 
generally accepted. For many years penicillin has been 
commonly used as primary treatment, except where 
bacteriological findings dictated otherwise. Our results 
with penicillin were disappointing, particularly in bronchi- 
ectasis. Nevertheless, the results with penicillin may be 
thought sufficiently good, at least in chronic bronchitis, 
to justify its continued use as primary treatment for all 
cases, those failing to respond being then treated with 
another antibiotic. The low cost of penicillin and the 
freedom from serious side-effects are additional reasons. 
But it can be argued that a system of treatment which 
fails so often in its initial stage should be replaced by one 
giving from the start an antibiotic, or combination, with 
a wider range of activity. A combination of penicillin 
and streptomycin was recommended by Westlake (1955), 
but the mode of administration he favoured (six-hourly 
injections) would be difficult in general practice where 
most patients are treated. There remain, for practical 
purposes, chloramphenicol and oxytetracycline, or the 
more recent tetracycline. Unfortunately these drugs, 
convenient as they are to prescribe, share the disadvan- 
tages of a liability to serious side-effects (Barach et al. 
1952, Gardner 1953, Finland et al. 1954, Hay and 
McKenzie 1954) and a high cost. The side-effects are well 
known, but some readers may be less familiar with the 
prices of the drugs. 

In March, 1957, a seven-day course of chloramphenicol 
(2 g. daily), given in hospital costs £2 13s. 8d., and a similar 
course of oxytetracycline £4 2s. 10d. When drugs are pre- 
scribed by the family doctor, the costs are much higher. 
A seven-day course of injections of crystalline penicillin 
(1 mega unit daily) given in hospital costs only 8s. 103d. 

After preliminary treatment with penicillin, we found 
chloramphenicol superior to oxytetracycline in the treat- 
ment of ‘ penicillin failures.’’ There seems, therefore, 
to be a strong case for using chloramphenicol in these 
circumstances, and, provided the period of treatment is 
short, it is questionable whether the risk of toxic depres- 
sion of the bone-marrow is more serious than that of 
staphylococcal enterocolitis from tetracycline and its 
derivatives. 

The primary treatment in the present trial was 
unsuccessful in a fairly high proportion of cases, and the 
régime is unsuitable for use in general practice. On the 
other hand, patients in whom penicillin is effective are 
spared the potentially serious side-effects of the other 
antibiotics. We believe that, with the possible exception 
of a combination of penicillin and streptomycin, the value 
of which has not yet been accurately assessed, penicillin 
on balance remains the best drug for primary treatment. 
We also believe that chloramphenicol should be given 
in preference to oxytetracycline and other related drugs 
in cases failing to respond to penicillin, beliéving that 
the advantages of chloramphenicol outweigh its risks, 
provided it is used with caution and discrimination. On 
these grounds, pending the results of further controlled 
trials, we have adopted the following régime for use in 
hospital patients : 

(1) Penicillin 1 mega unit daily by intramuscular injection 
in four divided doses is given initially for seven days. 

(2) If on the eighth day (a) the sputum contains more than a 
trace of pus, chloramphenicol, 2 g. daily in four divided doses, 
is substituted for penicillin and given for seven days; (b) the 
sputum contains only a trace of pus, penicillin is continued 
for a further three days; (c) the sputum is mucoid, treatment. 
can be stopped. . 

It is not known whether less frequent injections of 
crystalline penicillin, or of the longer acting preparations, 
are as effective as the method of administration used in 
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this trial, or whether oral penicillin therapy is of equal 
value. These problems, which are of special concern to 
the general practitioner, remain to be investigated. 


Summary 


The response to antibiotic therapy was studied in 
131 adult patients with infective exacerbations of chronic 
bronchitis and bronchiectasis. The degree of infection 
during the course of treatment was estimated from the 
macroscopic appearance of the sputum. 

All the patients were treated initially with crystalline 
penicillin, 1-2 mega units daily by intramuscular injection 
in four divided doses. 53% of those with chronic bronch- 
itis and 21% of those with bronchiectasis responded to 
penicillin. No difference was observed between the 
results with 1 mega unit and 2 mega units daily. 

Patients failing to respond to penicillin were treated 
with either chloramphenicol or oxytetracycline, 0-5 g. 
six-hourly. Of those treated with chloramphenicol, 78% 
responded fully. The corresponding figure for oxytetra- 
cycline was only 39%, the difference being statistically 
significant. 

Routine bacteriological examination of the sputum 
was of no value in predicting the response to treatment 
with any of the three antibiotics used. 

The choice of antibiotic for the treatment of infection 
in chronic bronchitis and bronchiectasis and the manner 
in which it should be prescribed are discussed in relation to 
the results obtained in this investigation. 

Our thanks are due to Prof. John Crofton for permission 
to study patients under his care and for generous help in the 
preparation of the paper; to Dr. A. F. Maccabe who carried 
out all the bacteriological studies; to the nursing staff of 
Ward 4 where all the patients were treated; and to Miss 
W. A. M. Tait for secretarial assistance. 
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In the past few years much attention has been paid to 
ganglion-blocking compounds, because they have proved 
clinically useful and are of great interest to physiologists 
and pharmacologists. Tetraethylammonium (Moe and 
Freyburger 1950) was the first ganglion-blocking drug 
to be tried in the treatment of hypertension, and 
though its short action, lack of sufficient specificity, and 
production of disturbing side-effects limited its success, 
experience with it clearly showed that the possibility of 
treatment on these lines was worth investigating. This 
hope was confirmed with the discovery of hexamethonium 
(Paton and Zaimis 1951), and later of pentolinium (Wien 
1954), which have proved to be more potent, to produce 
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a longer action, and to be remarkably free of other 
pharmacological actions. All these compounds interrupt 
transmission in the autonomic ganglia by competition 
with acetylcholine, leaving the preganglionic nerve- 
endings and the ganglion cells unaffected. As they are 
quaternary ammonium compounds, their existence is 
predominantly extracellular, and their absorption from 
the intestine poor and erratic, making oral therapy 
difficult to control. 

The search for a better ganglion-blocking substance 
led to the discovery of mecamylamine.* Unlike hexa- 
methonium and pentolinium, mecamylamine is a second- 
ary amine, and as such is easily absorbed from the 
gastro-intestinal tract. Stone et al. (1956) reported that 
mecamylamine was a _ ganglion-blocking compound 
characterised by a high order of potency and specificity, 
and long action. According to them, no important 
qualitative difference could be revealed between the 
mode of action of mecamylamine on the one hand and 
hexamethonium and pentolinium on the other. The 
combination of good absorption from the gastro-intestinal 
tract and long action was considered very advantageous 
by clinicians, and the drug was immediately used in the 
treatment of hypertension. 

Such a long action, however, together with the fact 
that mecamylamine has a molecule chemically very 
different from those of hexamethonium and pentolinium, 
raised a doubt in our minds as to whether its mode of 
action could really be the same as that of hexamethonium 
and pentolinium. Our present results seem to establish 
that mecamylamine has an action not so far observed in 
any other compound. 


Action on Autonomic Ganglia and at the 
Neuromuscular Junction 


One of the most characteristic features of ganglion 
block produced by compounds competing with acetyl- 
choline is that the transmission easily becomes fatigued 
during repetitive stimulation. Contractions of the 
nictitating membrane in a cat were elicited by stimulation 
of the preganglionic cervical sympathetic trunk (fig. 1). 
Under the influence of a dose of hexamethonium which 
produced only partial paralysis, the contraction of the 
nictitating membrane could not be maintained and 
waned rapidly within a few seconds. Under the influence 
of mecamylamine, however, the contraction of the 
nictitating membrane during partial blockade was per- 
fectly maintained. Such an effect is never seen with a 
substance competing with acetylcholine. 

Stone et al. (1956) also record a weak ‘‘ curare-like ”’ 
effect of mecamylamine at the neuromuscular junction. 
They found that a dose of 10 mg. of mecamylamine base 
per kg. reduced by 49% the contractions of the indirectly 
stimulated tibialis anterior of the dog. In attempts to 
reproduce this effect, it was found that, in a fresh prepara- 
tion, mecamylamine did not depress single muscle con- 
tractions of either the dog or the cat, even in doses larger 
than those used by Stone et al.; but it had a striking 
effect on muscle contractions if tetani were interpolated 
into a series of single contractions. 

Contractions of the tibialis anterior muscle of a cat were 
elicited by supramaximal shocks to the sciatic nerve 
every 10 seconds. In an unfatigued preparation, a 
tetanus interpolated in a series of single muscle contrac- 
tions is well maintained, and the muscle shows a post- 
tetanic potentiation of the single twitch. This is the 
usual response of an unfatigued preparation. This 
potentiation slowly disappears, and the muscle twitch 
returns to its initial height. With adequate blood-supply, 








* Mecamylamine (3-methylaminoisocamphane hydrochloride, 
‘ Inversine ’) was first synthesised by Stein, Arnold, and 
Pfister, of the chemical division of Merck & Co., Inc. 
(Baer et al. 1956). 
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(a) 


Fig. |—Contractions of nictitating membrane of cat: difference 


7s 4 





and y 

Upper tracing.—Cat, 2-5 kg. Chloralose anesthesia. Con- 
tractions of the nictitating membrane of 5, 30, 60, and 120 
seconds’ duration elicited by stimulation of the preganglionic 
cervical sympathetic trunk at 10 shocks per second, (a) before 
and (b) after an intravenous injection of 4 mg. of hexa- 
methonium diiodide. ‘ 

Lower tracing.—Cat, 4-6 kg. Chloralose anesthesia. Similar 
experiment, (a) before and (b) after an intravenous injection 
of 4 mg. of mecamylamine hydrochloride. 


such tetani of a few seconds’ duration can be interpolated 
between single maximal twitches for several hours without 
changing the twitch or tetanic tension of the muscle. 
Under the influence of mecamylamine, a very interesting 
phenomenon appeared (fig. 2, lower tracing); a tetanus 
was fairly well maintained and gave rise to the same post- 
tetanic potentiation, but.the maximal twitch tension 
gradually declined. In this experiment three tetani were 
sufficient to reduce the peak tension by 75%. There is 
no doubt that mecamylamine produces a change at the 
neuromuscular junction, but, as in the case of the gan- 
glionic synapse, the change is quite different from that 
produced by a substance competing with acetylcholine. 


Pai ish 





10 seconds. 


per ml. per min. was started. 


Lower tracing.—Cat, 2:6 kg. Chloralose anesthesia. Similar experiment. At (2) an 
intravenous injection of 10 mg. of mecamylamine hydrochloride. 
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Fig. 2—Action of mecamylamine on contractions of tibialis anterior of cat. 

Upper tracing.—Cat, 4-2 kg. Chloralose anzsthesia. Contractions of the tibialis 
anterior muscle elicited by supramaximal shocks applied to the sciatic nerve every 
T—tetanus, 50 shocks per second for 15 seconds every 10 minutes, 
recorded on a fasterdrum. At (1) a slow continuous infusion of tubocurarine of 0-5 mg. 
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The upper tracing of fig. 2 illustrates events at the neuro- 
muscular junction under the influence of tubocurarine. 
In this experiment tubocurarine was given in a slow 
continuous infusion. As in the case of hexamethonium 
and pentolinium at the ganglionic synapse, a tetanus 
produced while the muscle was under the influence of 
tubocurarine gave rise to a transient contraction of the 
musclé, which yielded rapidly to complete neuromuscular 
block for the remaining duration of the tetanus. Thus, 
at both junctions the effect of substances competing 
with acetylcholine during a period of rapid stimu- 
lation’ is quite different from that obtained with 
mecamylamine. 

Mecamylamine, though not acting by competition 
with acetylcholine, potentiates very strikingly the effect 
of substances exhibiting such an action. 1-35 mg. of 
tubocurarine produced a short-lasting paralysis of the 
tibialis anterior in a cat (fig. 3). Tubocurarine 1 mg., 
administered 30 minutes after mecamylamine, produced 
@ more pronounced and much longer interruption of 
neuromuscular transmission. The results of this experi- 
ment appear at first to suggest that mecamylamine itself 
produced a short-lasting interruption of neuromuscular 
transmission ; but this is not so. As has already been 
said, mecamylamine has no effect on the maximal twitch 
tension when injected in a fresh preparation, even in a 
dose much larger than that given in this experiment. 
The short-lasting paralysis which followed the adminis- 
tration of mecamylamine was due to a ‘‘ reinstatement ”’ 
of tubocurarine. When the muscle recovers from a 
paralysis produced by tubocurarine, the drug remains 
present for a long time, but in a quantity inadequate to 
compete successfully with acetylcholine. In the presence 
of mecamylamine there is a change at the neuromuscular 
junction which apparently results in a raising of the 
threshold of the fibre membrane to acetylcholine, thus 
rendering easier the manifestation of a competitive 
action. In this way transmission can once more be 
interrupted by the few molecules of tubocurarine still 
present 

The most interesting of all the results was obtained 
when the action of mecamylamine on depolarising drugs 
was tested. Compounds which 
normally block transmission by 
mimicking acetylcholine, when 
under the influence of mecamyl- 
amine act as molecules competing 
with acetylcholine. Decameth- 
onium interrupts neuromuscular 
transmission in the tibialis 
anterior of the cat by long-lasting 
depolarisation (Paton and Zaimis 
1952). After mecamylamine a 
dose which previously produced 
an 80% block became ineffective 
(fig. 4). But a fourfold increase 
of dose produced a 100% paraly- 
sis, which was then antagonised 
by neostigmine. This is an 
unexpected effect, since depolar- 
isation block is not normally 
affected by neostigmine, and may 
even be prolonged by it. The 
antagonism by neostigmine is 
characteristic only of substances 
competing with acetylcholine. 

This change in the mode of 
action of depolarising drugs in 
tissues pretreated with mecamyl- 
amine is even better demonstra- 
ted in a different preparation. 
When acetylcholine, or acetyl- 
choline-like drugs, are injected 
into a gastrocnemius of a hen, 
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Fig. 3—Potentiation of action of tubocurarine by mecamylamine. 

Contractions of the tibialis anterior 
muscle elicited by supramaximal shocks applied to the sciatic nerve every 
T—tetanus, 50 shocks per second for 10 seconds. At (1) 
1-35 mg. of tubocurarine chloride. One and a half hours later, at (2), 20 mg. 
Twenty minutes later, at (3), 1 mg. of 


Cat, 3-5 kg. Chloralose anesthesia. 


10 seconds. 


of mecamylamine hydrochloride. 
tubocurarine chloride. All injections made intravenously. 


they produce a long -contracture, during which the 
indirectly or directly stimulated twitches are depressed 
(Zaimis 1954). In contrast to acetylcholine and acetyl- 
choline-like drugs, substances competing with acetyl- 
choline produce the usual flaccid paralysis. In such 
a preparation, suxamethonium (another depolarising 
drug) produced a typical contracture (fig. 5). A similar 
contracture was produced with a larger dose of suxa- 
methonium immediately the muscle had recovered 
from a dose of tubocurarine which caused a 100% 
block. After mecamylamine, however, the effect of 
suxamethonium was quite different. Suxamethonium 
initially behaved as a depolarising substance, producing 
the usual contracture, but developed a curare-like 
effect during its action. Thus the contracture was 
followed by a marked depression of the maximal twitch, 
which was promptly reversed by neostigmine. Again, as 
with the tibialis anterior of the cat, after mecamylamine 
the action of a depolarising drug was modified, becoming 
that of a drug competing with acetylcholine. These results 
show that a depolarising substance may produce different 
types of neuromuscular block before and after mecamyla- 
mine. It follows that, under the influence of mecamyla- 
mine, there has been a change at the post-synaptic 
membrane. This is a remarkable effect, and, as far as 
we know, not hitherto seen with any other ganglion- 
blocking or neuromuscular-blocking drug. Substances 
are known which mimic or compete with acetylcholine, 
reduce or increase the sensitivity of the receptors to 
acetylcholine, preserve the transmitter from enzymatic 
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destruction, or interfere with the release 
of the transmitter. But this is the first 
time that a substance has come under 
observation which so readily alters the 
state of the post-synaptic membrane. 
These results seem to justify the suggestion 
that, in the presence of mecamylamine, 
drugs mimicking or competing with acetyl- 
choline at different sites should be admin- 
istered with the greatest of caution. 
There is a remarkable analogy between 
the ganglionic synapse and the neuro- 
muscular junction. At both sites acetyl- 
choline is the transmitter, and when 
liberated has a powerful and rapid action 
producing a depolarisation of the ganglion 
cell or of the motor end-plate, thus 
initiating an impulse in the postganglionic 
fibre or a contraction of the muscle-fibre. 
It is generally accepted that acetylcholine 
combined with specific chemoreceptors, 
which, as constituents of the membrane of 
the effector cells, are links in the process of excitation. 
The nature of this combination, however, is unknown. 
But there is no doubt that an alteration of the physio- 
logical state of the cell membrane may lead to a 
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Fig. 5—Action of mecamylamine on depolarising drugs. 

Hen, 0-8 kg. Pentobarbitone anesthesia. Contractions of 
the gastrocnemius muscle elicited by supramaximal shocks 
applied to the sciatic nerve every 10 seconds. At (1), 20 ug. ; 
(2), (3), and (4) 40 wg. of suxamethonium diiodide. At (5) 
100 ug. of neostigmine methylsulphate. Between (a) and (b) 
0-5 mg. of tubocurarine chloride. Between (b) and (c) 5 mg. 
of mecamylamine hydrochloride. All injections made intra- 
venously. 


modified response of the chemoreceptors to acetyl- 
choline, acetylcholine-like substances, or to substances 
competing with acetylcholine. Milne et al. (1957) have 
shown that mecamylamine readily diffuses 
into cells. Thus, its presence inside the 
cell, coupled with some specific action, 
may well bring about an alteration of the 
physiological state of the cell membrane, 
which would account for the results 
obtained in our experiments. 


Other Actions 


Ganglionic synapses and neuromuscular 
junctions are not the only structures 
affected by mecamylamine. In an isolated 
cat’s heart, it decreased the rate of the 
heart beat and the amplitude of the 
contractions (fig. 6). Similar effects 





5 6 7 
Fig. 4—Action of mecamylamine on depolarising drugs. 

Cat, 3-2 kg. Chloralose anesthesia. Contractions of the tibialis anterior 
muscle elicited by supramaximal shocks applied to the sciatic nerve 
every 10 seconds. T—tetanus, 50 shocks per second for 10 seconds. At (1) 
and (3) 75 ug., at (4) 150 ug., and at (5) and (6) 300 ug. of decamethonium 
diiodide. At (2) 20 mg. of mecamylamine hydrochloride. At (7) 250 ug. of 
neostigmine methylsulphate. All injections made intravenously. 


were obtained from the isolated hearts 
of the rabbit and guineapig. The con- 
tractions of isolated rabbit’s intestine 
also slowly declined under the influence 
of mecamylamine (fig. 7). The depression 
of the contractions of the heart muscle 
and of the intestine is not prevented by 
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Fig. 6—Action of ylamine on i d heart of cat. 
At (1) 0-4 mg. and at (2) 1 mg. of mecamylamine hydro- 
chloride. At (3) 4 mg. of hexamethonium diiodide. 





atropine and not altered by the presence of hexametho- 
nium. Mecamylamine slowly reduces the responses of 
these tissues to acetylcholine, but the effect of adrenaline 
is not reduced. More work, however, has to be done before 
a full account of the actions of mecamylamine on the 
heart and smooth muscle can be presented. 


Discussion 


Our results taken together suggest that mecamylamine 
acts at a site beyond that where competitive or depolaris- 
ing drugs normally act, and that its action is possibly 
restricted to the chain of events necessary for the normal 
activity of acetylcholine. 

The idea has often been put forward that contractions 
of tissues, especially those exhibiting rhythmic activity, 
may be under the control of acetylcholine, locally pro- 
duced. But knowledge is still incomplete of the physio- 
logical events taking place in the heart and intestine. 








Fig. 7—Action of mecamylami on isolated rabbit i 
Rabbit’s duodenum in 60 ml. bath. At (1) and (2) 2 mg. of 
mecamylamine hydrochloride. At (3) 20 mg. of hexameth- 
onium diiodide. 
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Our results, together with those obtained with meca- 
mylamine in the treatment of hypertension, suggest that 
the effects produced in man are brought about by actions 
other than ganglion blockade. To produce a fall in blood- 
pressure, or any other clinical manifestation, with hexa- 
methonium and pentolinium, doses are needed very 
similar to those necessary to block ganglionic trans- 
mission in cats and dogs. With mecamylamine, however, 
the clinical effects are obtained with doses significantly 
lower than those necessary to block ganglionic trans- 
mission in the same species of animals. As its mode of 
action is different from that of hexamethonium and 
pentolinium, it can be argued that, in man, the chain of 
events by which mecamylamine alters ganglionic trans- 
mission is set in motion more easily than in animals. On 
the other hand, its manifestations may be the result of 
actions at different sites. The incidence of gastro-intestinal 
complications is much higher with mecamylamine than 
with hexamethonium and pentolinium. Could it not be 
that this is the result of a mixed effect, interruption of 
ganglionic transmission on the one hand and direct 
depression of the smooth muscle of the intestine on the 
other ? Other side-effects point towards a neuromuscular 
action, and still others towards central actions. Muscular 
weakness, jerky choreiform movements, sensation of 
nervousness and anxiety, a vague and indefinite feeling 
of malaise, acute mania, and convulsive seizures are 
among the disorders reported by several clinicians 
(Doyle et al. 1956, Doyle and Neilson 1956, Schneckloth 
et al. 1956, Smirk and McQueen 1957). Mecamylamine, 
being a secondary amine, readily penetrates the cell 
barrier of the choroid plexus and may easily produce 
effects on the central nervous system. Central activity 
may also reinforce the peripheral action of mecamylamine 
in its task of lowering blood-pressure. That clinical 
manifestations are due not only to a ganglion blockade is 
also suggested by the very slow onset of the hypotensive 
action of mecamylamine in humans. Even after intra- 
venous administration, the onset of hypotension may be 
delayed for 30 to 60 minutes. This is in sharp contrast to 
the results obtained from anzsthetised animals, in which 
the fall in blood-pressure and the ganglionic blockade 
appear immediately after the intravenous administration 
of mecamylamine. 

The problems of the pharmacology of a drug are partly 
the problems of the physiology of the tissues where it 
acts, and mecamylamine may prove to be a substance 
which will enable scientists to gain greater understanding 
of physiological problems still unsolved. 


Summary 


The mode of action of mecamylamine is completely 
different from that of hexamethonium and pentolinium. 

Mecamylamine is a substance readily diffusing into 
cells, and its effects at the autonomic ganglia and neuro- 
muscular junction are not produced by a competition 
with acetylcholine. Apparently the compound alters the 
physiological state of the ganglion cell and of the muscle- 
fibre, an alteration leading to a modified response of 
these structures to acetylcholine, acetylcholine-like drugs, 
or drugs competing with acetylcholine. 

The effects produced by mecamylamine are not 
restricted to the autonomic ganglia and neuromuscular 
junction. The compound has a central-nervous-system 
action, and a direct effect on the intestine and heart. 
The suggestion is put forward that the fall in blood- 
pressure which mecamylamine produces in man is the 
result of actions at several sites. 

In its presence, drugs mimicking or competing 
with acetylcholine should be given only with great 
caution. 

One of us (G. B.) is in receipt of a Smith, Kline & French 
Fellowship, and another (E. Z.) wishes to express her thanks 
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to the Medical Research Council for a grant for technical 
assistance. 
ADDENDUM 

Since this paper was written, our experiments have 
provided the following additional information : mecamyl- 
amine has been found to possess a local anesthetic action 
of the same order as that of procaine. Attempts were 
made to ascertain how many of the mecamylamine 
actions described above are the result of its local anes- 
thetic action. Detailed discussion is not at present 
practicable, but it can safely be said that (a) the effects 
on the autonomic ganglia and skeletal muscle are not 
brought about by its local anesthetic action, (b) those 
on the heart may be partly due to this action, and 
(c) the depression of the spontaneous contractions of 
the rabbit duodenum is apparently directly related 
to it. 

A full description of the experiments leading to these 
results will be published in a subsequent paper. 
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VARICOCELE, AGE, AND FERTILITY 


J. K. Russewu 
M.D. Aberd., M.R.C.O.G. 
SENIOR LECTURER IN OBSTETRICS AND GYNAZCOLOGY IN THE 
UNIVERSITY OF DURHAM; ASSISTANT GYNACOLOGIST, ROYAL 
VICTORIA INFIRMARY, NEWCASTLE UPON TYNE 


IN a previous communication (Russell 1953) I drew 
attention to the greater frequency of varicocele 
in men whose semen was of poor quality. Further 
experience has strengthened my view that persistence of 
varicocele reduces fertility. 


Material and Results 


Between 1946 and 1956 I examined the semen of 
650 husbands of women referred to two infertility clinics 
in Aberdeen and Newcastle upon Tyne. On the assump- 
tion that fertility does not decrease until the sperma- 
tozoon count falls below 20,000,000 per ml. (MacLeod 
and Gold 1951) 70% of the 650 men were of normal 
fertility. 

48 of the 650 men were found to have dilatation and 
tortuosity of the pampiniform plexus of sufficient degree 
to warrant a diagnosis of varicocele. Their ages, and 
the numbers judged subfertile in the various age-groups, 
are set out in the accompanying figure: 6 of the 20 men 
under 30, and 23 of the 28 over 30 had spermatozoon 
counts below 20,000,000 per ml. 


Discussion 


Varicocele has long been considered innocuous by the 
public and by the medical profession. Most modern 
textbooks devote little space to the condition, and 
reference is seldom made to its possible association with 
subfertility. But all the evidence that I have collected 
in the past ten years suggests that the risk of sub- 
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Age-groups of 48 men with varicocele, showing increased incidence of 
subfertility in older age-groups. 

fertility increases with persistence of a varicocele. For 

example : 

Mr. A, aged 37 years, was examined in Newcastle upon 
Tyne in 1955 and found to have a large left-sided varicocele. 
His testes were soft, the left being half the size of the right. 
Three semen analyses made in six months showed azoo- 
spermia. The man had been examined at an infertility clinic 
in another part of the country ten years previously. Informa- 
tion obtained from this clinic showed that a varicocele had 
been noted at that time, and the average spermatozoon 
count had been 15,000,000 per ml. Apart from’the varicocele 
there was nothing in his history, or on examination, to account 
for the progressive decline in his fertility. 

Other men in this series knew that they had had a 
varicocele for many years. Some had worn scrotal 
supports at one time, but none had either sought or 
been advised to have further treatment. 

Most surgeons have advised against surgical treat- 
ment, in the belief that further damage may be inflicted 
on the blood-supply to the testis; but Harrison (1949) 
who has made a particular study of the testicular blood- 
supply, has pointed out that operative treatment of 
varicocele is much safer if the testicular veins are ligated 
at a site where the testicular artery is large enough 
to be identified and avoided. Hanley (1954), Davidson 
(1954), Robb (1955), Tulloch (1955), and Young (1956) 
have reported surgical treatment of varicocele in men 
of low fertility. In many instances a dramatic improve- 
ment in semen quality followed their operations. As 
a result of the work of these and other workers there is 
now wider acceptance of the value and safety of surgical 
treatment of varicocele. There may well be an important 
place for preventive surgery if it is accepted that the 
risk of subfertility increases significantly when varicocele 
persists after 30 years of age. A general awareness of 
this potential danger, among laymen as well as doctors, 
and a greater readiness on the part of surgeons to operate 
in these circumstances, might reduce the number of 
subfertile men with varicocele seen at infertility clinics. 


Summary 


Of 650 men, the husbands of women referred to two 
infertility clinics, 48 had varicoceles. An examination 
of the ages and fertility of these 48 men suggests that 
persistence of varicocele beyond the age of 30 consider- 
ably increases the likelihood of subfertility. Operation 
for varicocele might often prevent this misfortune. 
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Reviews of Books 


Medicine and the Navy 1200-1900 
Vol. 1. J. J. KeEvi, D.S.0., M.A., M.D., surgeon com- 
mander, R.N. retd. Edinburgh and London: E. & §&. 
Livingstone. 1957. Pp. 242. 40s. 


‘‘ Ir is on the British Navy, under the good Providence 
of God, that the Wealth, Safety and Strength of the 
Kingdom chiefly depends.’”’ Time, and the thought of 
thermonuclear warfare, may change our views. But 
this has, for centuries, been our basic tenet of security. 
Which being so, it is strange that no-one—-sailor, surgeon, 
or man of letters—has, till now, written a history of the 
service upon which the health of that Navy in turn 
depends. 

Happily this deficiency has been made good by 
one who has distinguished himself in all three vocations. 
And Surgeon Commander Keevil has written far more 
than an account of the evolution of naval medicine: he 
has related that development to the concurrent growth 
of medical knowledge generally, and to prevailing trends 
in public ethics and official policy (the country was not 
always much concerned with the fate of a man who, 
through disease or injury, could no longer fight for it). 
This task has been executed with a thoroughness which 
will command attention and respect from all concerned 
with medical history—be their interests nautical or 
otherwise. 

This first volume deals with the years 1200 to 1649. Before 
1200, no naval medical service of any description existed, for 
shipboard conditions then allowed of only the most primitive 
treatment of any sailors who were injured or fell ill. They 
could only pray for an early*landfall. Once ashore, a few 
almshouses and hospitals existed—such as the Maison Dieu 
at Dover—where a casualty might receive treatment from a 
priest or barber-surgeon. (A cleric could dress wounds, but 
was prohibited by Papal edict from any more active surgery.) 
If the sailor survived, a permanently disabled man might 
receive a minute pension—more often, a licence to beg. 

By 1650 sea-surgeons kad become established as members 
of a ship’s company. Indeed their post in action, “ with 
their chests and instruments to receive and dress all the hurt 
men’’ had been laid down (as being in the hold, with the 
carpenter, who was to stop leaks, and the chaplain) by 
regulations which were still in force in 1939. During the 
intervening four centuries the Armada had been defeated (as 
much by over 3000 typhus casualties as by cannon fire) ; 
Drake had sailed round the world, only to succumb to dysentery 
in Nombre de Dios Bay ; and Richard Hawkyns had described 
—unheeded—the cure for scurvy. 


Surgeon Commander Keevil writes of these important 
early years with an easy style and a mass of nn 
detail, and he supplies a careful bibliography to back a 
his statements. He has dealt faithfully with John 
Woodall, whose work presaged that of the first surgeon 
general to the Navy; and the next volume will presum- 
ably be much concerned with James Lind “ the father 
of nautical medicine.”” The many who will read the first 
volume with pleasure will look forward eagerly to the 
appearance of the second. 


Technique of Fluid Balance 
G. H. Tovey, M.p., director, South West Regional Blood 
Transfusion Service; lecturer in hematology, Bristol 
University. Edinburgh: Oliver & Boyd. 1957. Pp. 100. 
12s. 6d. 


DESIGNED as a practical guide for housemen in the 
day-to-day maintenance of fluid and electrolyte equili- 
brium, this monograph set out briefly the basic physio- 
logical data, and then gives succinct accounts of the 
maintenance of normal balance, the diagnosis and treat- 
ment of fluid deficits, the effects of over-administration, 
and various special problems in fluid therapy. Dr. Tovey 
believes that today treatment is too often made “‘ depen- 
dent upon the results of blood-electrolyte estimations,” 
and throughout he lays stress on clinical observations 
and simplicity in methods of diagnosis and treatment. 
In this way, he gives clear, concise, and sound guidance on 
the management of the common difficulties in this type 
of treatment; and he refers particularly to the importance 
and use of properly designed fluid-balance charts. 


Patients undergoing surgical operation are those who most 
often require detailed management of fluid and electrolyte 
intake, and for this reason it is a pity that the metabolic 
changes after operation are not described in rather more 
detail. It is unfortunate that, whereas the probable réle of 
the antidiuretic hormone in these changes is mentioned, no 
mention is made of the adrenal cortex either in this context 
or apparently elsewhere in the book. Many surgeons would 
not agree with the recommendations concerning the use of 
noradrenaline and intra-arterial transfusion in the treatment 
of circulatory collapse. The arguments in favour of intra- 
arterial transfusion are supported by a single reference to a 
case of diabetic coma treated by this method. Some experienced 
workers, believe that this route of transfusion has no 
specific advantages. 

A full bibliography is not to be expected in a monograph of 
this size, nor is any attempt made to provide one; but it is a 
pity that the twelve references included are not more repre- 
sentative of the excellent literature on all aspects of fluid 
therapy. 

In its declared purpose—to provide a simple practical 
guide to fluid therapy—this book has a useful rdéle. 
Housemen will welcome it, and so will all those in search 
of a concise introduction to this important branch of 
treatment. 


Principles of Urology 
MerepiTH F. CAMPBELL, M.S., M.D., F.A.C.S., emeritus 
professor of urology, New York University ; lecturer in 
urology, University of Miami. Philadelphia and London : 
W. B. Saunders. 1957. Pp. 622. 66s. 6d. 

THE distinguished author of several well-known 
treatises on urology here sets himself the twofold task 
of instructing students in the fundamentals of the subject 
and guiding graduates with little experience of the 
specialty. There is no doubt that he has succeeded 
in both undertakings, for a mass of information is 
expressed with such lucidity and is so well illustrated that 
the reader is given a lasting impression without having to 
make a studious effort. 

Great pains have been taken to exclude specialised urological 
techniques, but full practical details are given of all standard 
meth of urological diagnosis and simpler forms of treat- 
ment. A section dealing with urological symptoms and their 
significance in indicating the need for particular methods of 
investigation is specially helpful; and the novel intro- 
duction to semantics and terminology is to be commended to 
students. 

The rest of the book deals with general aspects of .the 
commoner urological disorders, arranged mainly according to 
their etiology, and includes separate chapters of considerable 
value on the male and female reproductive tracts and the 
adrenal glands. 


Sound practical advice on diagnosis and treatment 
abounds in every section, and sufficient theory is retained 
to meet the needs of most examinations. 


The Principles of Therapeutics 
J. Haroxtp Burn, M.D., F.8.8., professor of pharmacology, 
University of Oxford. Oxford: Blackwell Scient 
Publications. 1957. Pp. 278. 27s. 6d. 


BasED on lectures to Oxford medical students, this 
book deals particularly with those substances of which 
the student has already learnt a little in his study of 
physiology. Though it is designed as an introduction to 
the therapeutic use of drugs, its contents reflect the 
interests of the academic pharmacologist rather than the 
teacher of therapeutics: thus, the neurohumoral trans- 
mitter agents are described in detail in several chapters 
(with many references), while the antibiotics are all con- 
sidered in a short chapter (with no references) and the 
tetracyclines get only a few lines. 

The teaching of therapeutics as “‘ applied pharmacology ”’ 
has disadvantages. It may encourage the student to 
translate uncritically the results of animal experiments 
to the human patient, whereas the important thing is 
that he should into the wards the scientific principles 
of investigation that he has learnt in the preclinical 
laboratory. There are many big tere for studying 
the action of drugs in man in health and disease, but 
Professor Burn does not emphasise them here. Of the 
35 figures, the great majority are taken from animal 
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experiments: only 4 deal with aes action at ange in 
man and none relate to human disease. 


The clearly written sections on the properties of digitalis 
and the experimental production of atrial fibrillation make 
fascinating reading. On the other hand, the account of the 
action of ammonium chloride in producing an acid urine 
(a puzzling business to many students) will not do much to 
clarify their ideas; and the chapter on the treatment of 
anzmias is not fully up to date. A more serious criticism is 
that the book contains unsubstantiated statements regarding 
treatment of patients. For instance, the use of thiamine is 
advocated for several ill-defined conditions other than a 
recognised vitamin-deficiency state. The value of some of the 
methods recommended is a matter of opinion, but their 
mention in such a work is questionable because they are 
clearly not based on the results of carefully planned clinical 
trials, whose description is deferred until a late chapter. 


NEW INVENTIONS 
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In short, though this book provides an admirable 
account of the pharmacological action of some drugs, it 
does not use its chance to emphasise the scientific 
approach to clinical Cmapeution, 


Advances in Virus Research (vol. Iv. New York: 
Academic Press Inc. London: Academic Books. 1957. 
Pp. 339. 64s.).—The high standard of earlier volumes in this 
series has been maintained by the editors, Dr. Kenneth M. 
Smith and Dr. Max A. Lauffer. Of the nine subjects discussed, 
four deal with general aspects of virus research, three with 
plant viruses, and one each with bacteriophage and influenza. 
Several of the authors attempt, with varying success, to 
establish the physical and chemical basis of the biological 
phenomena they study. The book is therefore of value not 
only to virologists but also to general biologists, biochemists, 
and biophysicists. 





New Inventions 


A STAINLESS-STEEL NAIL WITH PERFORATED 
FLANGES FOR USE IN FRACTURES OF THE NECK 
OF THE FEMUR 


THIs modification to the existing type of Smith- 
Petersen nail was introduced to obtain rigid fixation of 
the nail within the neck of the femur and so avoid 
extrusion. Watson-Jones ' accounts for the extrusion of 
Smith-Petersen nails on the basis of the accumulation of 
corrosive products, resulting from electrolytic reaction, 
creating a positive expulsion force. This cannot be the 
complete explanation, for extrusion is not unknown with 
non-reactive stainless-steel and vitallium nails. 

The work of Collins * has helped to clarify the problem of 
extrusion. In a study of 12 post-mortem specimens of frac- 
tured necks of the femur, fixed with stainless-steel nails, he 


FULL SIZE 





Fig. |—The nail with perforated flanges. A one-piece trifin nail is used. 





Fig. 2—A post-mortem specimen, showing new bone growing into the perforations. 
preparation of the specimen the bony plugs were unavoidably broken in removing the 


anterior half of the head and neck of the femur. 


demonstrated that each flange came to lie in a groove lined 
with smooth fibrous tissue which is well developed in five to 
six weeks. New bone forms outside the fibrous wall. The nail 
is, in fact, sequestrated, and any shearing stress across the 
fracture-site tends to loosen the nail in its bed, allowing it to 
slide outwards along its smoothly lined track. 

1. Watson-Jones, K. er. and Joint Injuries. Edinburgh 


and London, 1952; vol. 
2. Collins, D. H. J. Path. Bact. Bs3- 65, 109. 


Following fixation of a fractured neck of femur, extrusion 
of a Smith-Petersen nail can have serious consequences if it 
precedes bony union. In delayed union with slow revascu- 
larisation of the femoral head, the nail must be retained in 
position, for extrusion in these cases will lead to collapse at 
the fracture site. 
Finally, extrusion may take place many years after a nailing 
operation where the fracture has united soundly. This is not 
serious, for the nail is simply removed ; but it is a nuisance to 
the patient. Pidcock,* in 1936, introduced his cross-nail pin 
to fix the head of the nail to the outer cortex of the femoral 
shaft, and Brittain * introduced a modified Smith-Petersen 
nail by making serrations at the outer ends of the flanges of 
the nail. He hoped that they would prevent extrusion. He 
told me (1952) that his impression was that extrusion was 
less common but that he could not prove this. Gervis* 
discussed another modification. A notch was cut in each 
flange a !/, in. from the point. He hoped that this would fix 
the point of the nail in the femoral head. He said that 
removal of the nail presented no difficulty, 

‘which would suggest that its fixation 
was inadequate. None of these modified 
nails seems to have obtained general 
acceptance 


In 1952 I devised and have since 
used the modification illustrated. The 
flanges of the Smith-Petersen nail were 
perforated by 1/, in. diameter holes, 
starting 1 in. from the point and 
placed at 1 cm. intervals (fig. 1). The 
object of the perforations is that, when 
the nail is fixed in position, new bone 
shall grow through the holes from the 
neck of the femur, thus tethering 
the nail in position. Furthermore, the 

rforations reduce the damage to the 

lood-supply of the femoral neck, and 
revascularisation can take place through 
the perforations, helping to accelerate 
bony union. The more rigid fixation 
should help to increase the chances 
of union. 

Recently a necropsy specimen was 
obtained (fig. 2). The patient was a 
woman aged 50, admitted from a 
mental hospital; she died from 
bronchopneumonia three weeks after 
the nailing operation. Bony spicules 
can be seen growing through the 
perforations. Professor Collins reported 
that the small plugs of tissue passing 
through the perforations contained 
well-formed bone. 

I wish to thank Prof. D. H. Collins, of 
the University of Sheffield, for his interest 
in this idea and his invaluable pathological investigations. I 
also wish to thank Mr. H. Guy Drew of Messrs. Down Bros. 
(who manufactured the nail for me) for his great help. 
MARTIN A. GOODWIN 

o.B. Leeds, F.R.C.S.E. 


In the 


Sedgefield General Hospital, 
Stockton-on-Tees, co. Durham 


3. Pideock, B. H. Brit. med. J. 1936, ti, 1145. 
4. Brittain, H. A. Personal communication. 
5. Gervis, W. H. Proc. R. Soc, Med, 1945, 38, 615. 
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ACHROMYGIN V 


TETFACYCLINE BUFFERED WITH SODIUM METAPHOSPHATE 





*Reed. Trademark 


makes the therapy more secure 


AcHROMYCIN V is an improved, oral form of AcHRomycIN tetracycline—already 
recognised as today’s foremost self-sufficient broad spectrum antibiotic. 
AcHRomycIN V combines ACHROMYCIN tetracycline with sodium metaphos- 
phate to provide more rapid absorption of tetracycline and higher levels of the 
antibiotic in the blood. This is achieved without any increase in the daily 


dosage of the antibiotic. 





AcHRomycIN V is presented in oral capsules 
containing 250 mg. ACHROMYCIN tetracycline 
and 380 mg. Sodium Metaphosphate. 

Bottles of 16, 100 and 1000 Capsules 


RECOMMENDED DOSAGE : As for ACHROMYCIN 1 Gm. 


daily for the average adult 


LEDERLE LABORATORIES DIVISION 


Granamid oF GREAT BRITAIN LTD., London, WC2 
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For night-long control 
of gastric spasm 














Repeat Action’ tablet of — 
DIPHENATIL 


By a selective action on the parasympathetic 
nervous system ‘‘ Repeat Action’”’ Diphenatil 
(diphemanil methylsulphate Glaxo) controls 
gastric spasm and pain. One tablet, in most 


cases, will give relief for 8 hours or more. 


Repeat the action without 
repeating the dose 


The long duration of effect is achieved by 
the ingenious nature of the ‘“‘Repeat Action” 
tablet. 50 mg. of diphemanil contained in 
the quickly absorbed outer coating acts for 
4 hours: another dose of 50 mg. in the protec- 


tively coated central core prolongs action 
for another 4 hours. 





4 hours = 8 hours 


4 hours oa 


‘Repeat Action” Diphenatil also effectively 
enhances theaction of antacids, especially at 
night, by reducing the volume of acid secretion 
and slowing the gastric emptying time. 


‘Repeat Action’ DIPHENATIL tablets 


TRADE MARK 


Tablets 100 mg. in bottles of 25 and 250 


GREENFORD, MIDDLESEX BYRON 3434 


GLAXO LABORATORIES LTD., 
Subsidiary Companies or Agents in mort countries 
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LONDON: SATURDAY, AUGUST 3, 1957 


Authority and the Individual 


Post-waRk social and economic policies in this 
country, including the creation of the Welfare State, 
have much enlarged governmental activity ; and this 
enlargement has revived in an acute form the age-old 
tension between the claims of authority and the rights 
of the individual. Ironically, the problem has arisen 
to a great extent because a democratic society has 
freely chosen to pursue certain social and economic 
policies conceived to be for the good of the community 
as a whole. The policies in question do in fact com- 
mand the general support of the great majority of the 
community. But schools and hospitals cannot be 
built without ensuring that some public authority has 
the power to acquire the necessary land—if need be, 
without the consent of the owner. Schemes of 
National Insurance and National Assistance require 
that some person or tribunal shall have power to 
decide claims. A Nationa] Health Service inevitably 
brings the medical profession into closer relationship 
with the organs of the State. Social services cannot 
be provided without money which the individual 
citizen must pay through rates and taxes or through 
special contributions ; and this means that there must 
be a corps of officials to administer the necessary 
regulations. In a thousand and one ways the citizen 
is brought into contact with the agencies of govern- 
ment, and he feels that his freedom is restricted. 

It is probably true to say that there has been 
comparatively little injustice. There have been some 
bad cases, such as Crichel Down; but on the whole 
the new bureaucracy has been staffed by able and 
conscientious men. But that is not enough. It is 
important that the citizen should not only get justice 
but that he should feel that he gets it. Moreover (as 
we have been told so often) power corrupts ; and the 
comparatively good record of the past is no guarantee 
for the future. If, as most of us believe, the preserva- 
tion of freedom matters profoundly, society must learn 
to reconcile the administration of its new social and 
economic policies with the rights of the individual. 
The report now made by the Committee on Admin- 
istrative Tribunals and Inquiries suggests how this 
should be done in two broad parts of government 
activity—(1) cases in which the rights of the citizen 
fall to be determined by a special tribunal, and (2) 
those in which an ultimate decision is made by a 
government department but only after the holding of 
an inquiry or hearing. The first category includes the 
activities of the various Nxtional Health Service 
committees and tribunals, and of the tribunals con- 
cerned with National Insurance, National Assistance, 
and family allowances, while the second category 
includes cases where land is compulsorily acquired and 
the owner objects. Sir Oriver Franks and his 
colleagues on the committee believe that tribunals 
have come to stay: they have certain characteristics 
—cheapness, accessibility, freedom from technicality, 


expedition, and expert knowledge of their particular 
subject—which often give them advantages over the 
ordinary courts of law, and any wholesale transfer of 
their work to the ordinary courts would be undesirable. 
The committee are, however, emphatic that tribunals 
are not to be regarded as part of the machinery of 
official administration. They roundly attack the Civil 
Service view on this point : 

‘Tribunals are not ordinary courts, but neither are 
they appendages of Government Departments. Much of 
the official evidence . . . appeared to reflect the view that 
tribunals should properly be regarded as part of the 
machinery of administration. Thus, for example, trib- 
unals in the social service field would be regarded as 
adjuncts to the administration of the services themselves. 
We do not accept this view. We consider that tribunals 
should properly be regarded as machinery provided by 
Parliament for adjudication rather than as part of the 
machinery of administration. The essential point is that 
in all these cases Parliament has deliberately provided 
for a decision outside and independent of the Department 
concerned. .. .” 


Equally important is the committee’s emphasis on 
three features which should characterise all adminis- 
trative tribunals and inquiries—namely, openness, 
fairness, and impartiality. 

‘In the field of tribunals openness appears to us to 

require the publicity of proceedings and knowledge of 
the essential reasoning underlying the decisions ; fairness 
to require the adoption of a clear procedure which enables 
parties to know their rights, to present their case fully 
and to know the case which they have to meet; and 
impartiality to require the freedom of tribunals from the 
influence, real or apparent, of Departments concerned 
with the subject matter of their decisions.”’ 
The application of these principles may, of course, vary 
according to the type of work which a tribunal under- 
takes. There are cases in which publicity may be 
harmful to the best interests of the parties, and among 
these the Franks Committee recognises disciplinary 
proceedings before medical-service committees. In 
general, the committee do not recommend any major 
changes in the present system by which cases of this 
type are first heard by a service committee, with a 
decision by an executive council and provision for 
further appeal; in coming to this conclusion, Sir 
OLIVER and hig colleagues were impressed by the fact 
that (as they put it) “the present system is an 
important part of the terms negotiated for the employ- 
ment of these professions by the State.” Some 
changes are, however, proposed. Evidence before 
service committees should (as is recommended for 
other tribunals) be on oath, and the appeal should be 
to the N.H.S. Tribunal and not to the Minister. In 
this latter connection, the committee will have none 
of the argument, used by Mr. ANEURIN Bevay, that 
the Minister must decide appeals because he must 
retain ultimate control over the efficiency of the 
service. As regards the constitution of tribunals, they 
would ensure impartiality and general efficiency by 
bringing them all under the continuous supervision 
and control of a Council on Tribunals responsible to 
the Lorp CHANCELLOR. This council would appoint 
such members of tribunals as are not appointed by the 
Lorp CHANCELLOR, thus removing these appointments 
from the hands of government departments, and it 
would also formulate the detailed procedure to be 
adopted by each tribunal. 

Within the limited but important area covered by 
their terms of reference, the committee have done a 
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very valuable piece of work, and it is to be hoped 
that there will be no delay in fulfilling their recom- 
mendations. But legal safeguards are not enough, as 
witness the experience of the United States. In 1946 
Congress enacted the Administrative Procedure Act, 
giving legislative effect to the recommendations of an 
inquiry similar to that now completed in this country. 
Useful as that Act has been, it has been only partially 
effective in restraining the tendency of officialdom to 
bureaucracy: on a number of occasions there have 
been attempts to exempt particular Federal agencies 
from the requirements of the statute. Unless there is 
a radical change of heart and mind on the part of our 
own Civil Servants, whose evidence to the committee 
made their attitude plain enough, the same thing may 
happen here. Perhaps that was in the mind of Sir 
OLIVER and his colleagues when they gave the warning 
that, whatever they themselves might recommend, 
nothing can make up for a wrong approach to adminis- 
trative activity by the Administration’s servants. 
Moreover, the committee’s recommendations apply to 
only a part of the vast territory of government 
activity : the general administrative arrangements of 
the National Health Service, for instance, were outside 
their terms of reference. Whether it will someday be 
possible to formulate safeguards for professional and 
individual freedom throughout this territory remains 
to be seen. But it is clear enough that the only 
ultimate safeguard over the whole range of relation- 
ships between the State and the individual is a public 
opinion which really cares about the things on which 
a free society is based. 


Non-paralytic Squint 


PHYLOGENETIC transference of the eyes from a 
lateral to a frontal position has given primates the 
advantages of binocular vision. But this depends on 
so delicate a coérdinating mechanism that breakdown 
in development is common. The incidence of squint 
in school-children is high and increasing. In Aberdeen 
before the late war there was 1 squinting child in every 
30 school entrants ; in late years there has been | in 
every 13.1 

The binocular mechanism in a child (as in phylo- 
geny) develops late. 


At birth the fixation reflex is present but weak ; most 
babies will fix a strong light monocularly for a moment, 
and some binocularly; otherwise eye movements are 
independent and uncoérdinated. By 5-6 weeks of age 
the conjugate fixation reflex is established, and a child 
will follow a light over a short range. By about 3 months 
objects of interest are voluntarily fixed and the beginning 
of coérdination of eye and hand movements can be seen. 
Fully coérdinated disjunctive movements (convergence 
and divergence) and conjugate movements do not appear 
until about 6 months. From 6 months till 3-4 years 
binocular vision is strengthened by use, and by 5-8 years 
the reflexes have come almost to resemble unconditioned 
reflexes and, in the absence of disease, will remain so for 
the rest of life. 


The development of such a conditioned reflex may 
be interfered with at many stages. Each of the twelve 
extra-ocular muscles must function normally, and 
their individual actions must be coérdinated centrally. 


1. MacQueen, I. A. G., Sutherland, M. 8. Hlth Bull. Edinb. 1953, 
11, 65. 


The optical systems must form, by a similar accommo- 
dative effort in each eye, a clear image at each macula, 
and there must be codrdination of accommodation 
with movement to allow binocular vision for both 
distant and near objects. Conduction from retin to 
occipital cortex must be efficient and central fusion 
must form one concept from the two peripheral images. 
Defects in any of these or maldevelopment of the 
reflexes may cause a squint (commonly convergent) 
and diplopia, which a child avoids by suppressing one 
image. If treatment is given soon, as much binocular 
vision as had already developed may be re-established, 
but there will be no further development unless the 
child is under 3-4 years of age. 

Many children with obvious obstacles to develop- 
ment of binocular vision manage to weather the forma- 
tive years safely, while others with minimal defects 
break down. In a controlled statistical investigation in 
Aberdeen, MacQUEEN and SuTHERLAND ! showed that 
a great many children with squint come from small, 
grossly overcrowded houses. The association was 
thought to be direct : “ It is not a case simply of over- 
crowding and squint both being sequels to poverty 
(for the weights of squinting children do not differ 
materially from those of controls), or of overcrowding 
and squint both being evidences of parenta) ‘ feckless- 
ness’ (for standards of parental care are very little 
worse in the squinting group than in the controls).” 
MacQvuEEN and SUTHERLAND suggest that, if over- 
crowding is important, this explains why squint is 
more prevalent in Scotland than in England ; and the 
recent rise in the incidence of squint can be accounted 
for by higher birth-rates in 1946-48, which led to 
increased overcrowding. There may also be an 
inherited factor, for in some 40°% of cases there is a 
family history of squint, and anomalies have been 
found in the extra-ocular muscles.?~4 

We cannot yet prevent squint, but advances have 
been made in treatment. Of the many who have 
contributed to current views, probably the greatest 
was Louis EmiLe JavaL (1839-1907) who, rejecting 
the idea that the muscles were primarily at fault, 
suggested that squint was essentially an anomaly of 
binocular vision and introduced treatment by orthop- 
tic exercises with the stereoscope. The present-day 
treatment of squint, which has largely grown from 
JAVAL’s theories, is aimed at: (1) overcoming sup- 
pressed vision in the squinting eye by occluding the 
other; (2) correcting refractive errors fully with 
glasses and removing any other obstacle (e.g., an 
orbital lesion) to binocularity ; (3) after this, estab- 
lishing or re-establishing binocular vision by orthoptic 
exercises on a stereoscope; and, if necessary, (4) 
placing the eyes in alignment by surgery. 

It has lately been confirmed **® that success in 
recovering binocular vision depends chiefly on the age 
of onset of squint. If a squint arrests development of 
binocular vision before this is complete (that is, before 
3-4 years), the prognosis for binocular vision is poor ; 
if development is complete the prognosis is good. 
Lyte and Fotey ‘ report that of those successfully 
regaining binocular vision the average age of onset 
was 4-0 years. Of their successful cases about 75%, 





2. Scobee, R. G. Amer. J. Ophthal. 1948, 31, 781. 

3. Hobbs, H. E. Brit. orthop. J. 1953, 10, 3. 

4. Lyle, T. K., Foley, J. Brit. J. Ophthal. 1957, 41, 129. 
5. > | au E. J., Shannon, T. E., Stanworth, A. Jbid, 1956, 40, 























THE LANCET] 





LEADING 


ARTICLES [aversr 3, 1957 227 — 





were accommodative squints (that i is, showing a greater 
angle of squint for near than for distant vision), and 
25°% were non-accommodative. All their patients with 
accommodative squint regained some binocular vision, 
and the average age of onset was 3-3 years. Only 11% 
of patients with non-accommodative squint regained 
binocular vision, and in them the average age of onset 
was 4-8 years. The average age in the unsuccessful 
cases of non-accommodative squint was 1-8 years. 
These figures emphasise that all cases of accommoda- 
tive squint should be given both orthoptic and surgical 
treatment in full expectation of recovery of binocular 
vision (though it is doubtful how much orthoptic 
treatment contributes); whereas all cases of squint 
arising before 3 years of age may be treated by surgery 
alone, and much orthoptic time saved. The interval 
between onset and treatment averaged 1-9 years in 
successful cases and 4 years in unsuccessful cases. 
This reflects the need for prompt operation, 
though Lyte and Fotry report excellent results in 
some cases treated late. Nay or et al.° found in one 
group a positive correlation indicating that operation 
should be done within five years after onset. They 
could not reach a statistically significant conclusion as 
to whether orthoptic treatment is valuable before and 
after operation, since their groups treated with and 
without orthoptic treatment were not entirely com- 
parable ; the orthoptically treated cases had been 
specially selected for clinical reasons. LYLE and FoLEy 
compared 165 patients with non-accommodative 
squint who had had orthoptic treatment, with 48 who 
had had none, and showed little difference in results. 
They did not say, however, whether the conditions 
before treatment in the two groups were comparable. 
Dove.as * compared two groups, of 100 and 214 cases, 
each of which had had surgical treatment. In the first 
group each patient had had an average of 118 sessions 
of orthoptic treatment, and binocular vision developed 
in 35%. In the second series each patient had had an 
average of 22 sessions, and binocular vision developed 
in 34%. From these findings Dovucias drew the 
legitimate conclusion that orthoptic treatment had 
had little effect. 

No ophthalmologist doubts the value of an orthoptic 
department for help in diagnosis ; but some feel that 
orthoptic treatment may be of little value, early 
accurate operation after occlusion and correction of 
refractive error being sufficient. If this were true, much 
public money could be saved ; or perhaps the scope 
of orthoptic departments might be widened to cover, 
not only the assessment of ocular movements and 
binocular function, but also perimetry, scotometry, 
and possibly refraction. 


Ten Years with Tumour Viruses 


TEN years ago a decision of the grand council of 
the British Empire Cancer campaign was fulfilled with 
a special grant for further work on the relation 
between virus infections and cancer. Tumour viruses 
are now being investigated in the centres then chosen. 

As always, much of the progress made has depended 
on advances elsewhere. Techniques lately devised 
for separation and study of the smallest particles of 
normal cells (microsomes), required for biochemical 
investigations, have been adopted for the isolation of 


6. Douglas, A. A. Trans. ophthal. Soc. U.K. 1952, 72, 383 


infective pentiales. causing tumours, and it is now 


_becoming possible to compare and contrast them 


with the cell constituents of their hosts. In this 
year’s report of the campaign! R. J. C. Harris has 
succeeded in infecting turkeys at six weeks old with 
the Rous chicken virus and obtaining tumours at the 
site of injection which could then be grafted in series 
to other turkeys. The means he used were suggested 
in the first place by experiments on transplantation 
immunity or tolerance in skin-grafting. The latter 
were done by R. E. Bmirncnam and L. Brent as 
recorded in the same report. As is well known, 
heterologous skin-grafts may remain in situ for a 
while but do not “take” and are eventually dis- 
carded. Tolerance towards heterologous tissue-grafts, 
allowing them to persist and be incorporated in the 
new host, was first described by the same authors 
together with P. B. Mepawar.? It depended on the 
preliminary injection of foreign blood or cells into the 
future recipient when a foetus in utero. This early 
preparation for the future graft is made at a time in 
life before the capacity to make antibodies has 
developed. Subsequent grafting from the foreign 
source then becomes successful : the graft can “ take ” 
and persist. BrmLIncHaM and Brent then found that 
heterologous grafting of skin could be achieved with 
better survival if the injections were made not into 
the foetus but into newborn young—in this case chicks 
or mice. Injected material consisted of nucleated 
cells, and the effective factor in inducing tolerance 
was located first in separated nuclei but later, in all 
probability, in deoxyribonucleoproteins. Tolerance to 
the Rous virus, with subsequent infection and tumour 
growth at the site of infection, was likewise achieved 
in turkeys by intravenous injection into one-day-old 
poults, using whole blood or washed cells. These were 
derived from normal chickens of the same strain as 
that from which the Rous virus was to be transferred. 
If, instead of whole or washed blood cells, intravenous 
injections of Rous-virus-containing material were 
made into one-day-old turkey poults, the subsequent 
intramuscular injection at six weeks old of cell-free 
Rous virus resulted in the development of Rous 
sarcoma in thé turkeys at the site of injection.* The 
same method was found successful by M. HaSex 4 
working independently. The pretreatment used to 
induce tolerance for virus in the turkeys did not, 
however, allow subsequent skin-grafts to persist. 
This tolerance seems to depend on more than one 
antigen. This and further work leads Harris to 
conclude that there is evidence of at least one distinct 
host component in the Rous virus which it may next 
be possible to identify. These effects of injections into 
very young animals may eventually throw light on 
recent experiments on mouse leukzmia.® 

In the morphological field, M. A. Epsrer ! * has 
provided good evidence for his claim to have identified 
by electron, phase, and dark-field microscopy a virus- 
like particle of the previously recorded size (70 mu.) of 
the Rous virus. A statistically significant correlation 
between tumour-producing activity of the virus which 


1. j. Thirty- fourth Annual Report of the British Empire Cancer 
Campaign, covering the year 1956. Offices: 11, Grosvenor 
Crescent, London, 8.W.1. 

2. Billingham, R. E., Brent, L., Medawar, P. B. Nature, Lond. 
1953, 172, 603. 

3. Harris, R. J.C. eos roy. Soc. B. 1956, 146, 59. 

4. Hasek, M. Ibid, p 

5. Lancet, 1954, i, idi.° 

6. Epstein, M. ‘a. Brit. J. Cancer, 1956, 10, 33. 
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could be liberated from the cells of a tumour and the 
percentage of cells found by electron microscopy to 
contain the 70 my. particles provides ground for 
identification of the latter as Rous virus. One problem 
which emerged and is being studied is to find an 
explanation why so small a proportion of cells (ranging 
from 1 in 50 to 1 in 3000) carried the virus-like 
particles. 

Few other naturally occurring or apparently spon- 
taneous tumours in animals other than those associated 
with virus appear to be attracting the attention of cam- 
paign workers. One exception over which the surgeon 
has become experimenter in the human subject—.e., 
breast cancer—is being pursued at many centres and 
was discussed at the conference on endocrine aspects 
of breast cancer reported in our issue of July 20. 
Yet spontaneous tumours constitute the bulk of 
neoplastic disease in man, and it was a study of their 
natural history and causation which inspired the early 
experiments on cancer. Some may object that spon- 
taneous tumours are too uncommon to allow investi- 
gation, and that inbred strains in which they multiply 
are not natural. Nevertheless the latter provide an 
experimental tool in that they do allow reduction of 
variable factors and multiplication of tumours. These 
strains were originally inbred for the purpose of 
attaining genetic purity together with inheritance of 
a high or low or absent tumour character in respect 
of some particular variety of tumour. Many of them in 
the course of generations have in addition developed 
in their sublines a great variety of other tumours in 
numbers comparable with the incidence in the human 
disease and high enough for experiment. Moreover, 
as mentioned by A. G. OrtTL& ’ in a previous report, 
29 adenocarcinomas of the stomach were found in the 
first 63 post-mortem examinations in an outbred 
colony of Rattus (Mastomys) nataliensis. These had 
died from natura] causes and had come to the labora- 
tory direct from Nature. It is now recorded! that 
Mastomys coucha has the highest incidence of spon- 
taneous tumours of any animal including man. By 
chance apparently, line breeding from a mixed colony 
of mice in New Zealand, F. BretscHowsky reports 
that, in one line out of five which he bred, mammary 
cancer occurs in 58% and 35% of breeding and virgin 
females respectively in the 30th generation. The early 
age of its appearance—six and a half months in 
breeders—suggests the presence of milk factor, but 
enlargement of pituitaries in 80% of intact females 
over six months of age points to some hormonal 
imbalance. 

In nearly all experiments results may be modified 
or completely altered by the species, strain, or breed- 
ing of the animal. Rat connective-tissue cells, for 
example, are notoriously susceptible to. injections of 
the most diverse agents in responding with sarcomas. 
Another instance of this common effect appears in the 
B.E.C.C. report where F. Dickens, H. E. H. Jones, 
and D. H. Writ1iamson describe induction of rat 
sarcomas with the simple chemical substance {-pro- 
piolactone. Can the same results be obtained in mice, 
guineapigs, hamsters, and so on ? 1f not, does not this 
peculiar species instability of normal rat cells merit 
investigation and comparison with unresponsive 
species? Will fibroblasts from other creatures 
multiply at their normal rate under completely 


. Afr. J, med, Sci. 1955, 20, 36, 
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‘etaewobie' conditions or in a , medion containing no 
oxygen and saturated with carbon monoxide, as 
H. Harris finds that rat fibroblasts are able to do ? 
Many biochemical comparisons now devoted to normal 
and malignant cells might profitably be extended to 
compare the normal rat with the rest of us who 
tolerate any number of subcutaneous injections. 


 hieiaions 


~ VANADIUM POISONING IN BOILER-CLEANERS | 


LaTELY there have been several cases of vanadium 
poisoning in men engaged on cleaning oil-fired boilers at 
hospitals and other institutions. At first the symptoms 
were not recognised as those of vanadium poisoning. 
Since oil-fired boilers are replacing those fired by coal or 
coke the problem is likely to become of greater importance. 

The fuel-oil used in boiler-houses is the residual fuel 
remaining after the refining of crude oil. It contains 
varying amounts of vanadium—0-01-—0-03% calculated 
as vanadium pentoxide. The soot is strongly acid and 
may contain much vanadium, the amount depending 
on the source of the oil. The content may be as high as 
45% with Venezuelan and other South American oils, 
but is much less (14%) with Middle East oil, and 
Wyoming oil ash contains only a trace. Over 20 tons of 
vanadium pentoxide is recovered annually from soot 
which collects in the boilers and smoke-stacks of ships 
burning South American fuel oil.1 The source of the 
vanadium in crude oil is probably the fossilised remains 
of certain sea-squirts and sea-cucumbers; the blood- 
pigment of these creatures during life contains up to 
10% of vanadium. 

In boiler-cleaning the men enter the boilers to remove 
the soot which has collected on the heat-exchange pipes 
and fire-brick walls. The superficial layers of soot are 
easily removed but the deeper layers have to be scraped 
off by brushing and scouring with wire brushes. These 
operations produce clouds of highly irritant dust. 

The symptoms complained of by the boiler-cleaners 
fall into two categories, early and late. The first symptoms 
usually develop within a half to one hour of starting work 
and consist of a running nose, sneezing, watering of the 
eyes, soreness of the throat, and retrosternal discomfort. 
The later symptoms usually develop within six to twenty- 
four hours and consist in tightness of the chest and 
wheezing, epigastric discomfort, dyspnea on slight 
exertion, and mental depression. In most cases there is 
dark green discoloration of the tongue (this fades two 
or three days after exposure to vanadium is discontinued). 
These symptoms persist for three or more days, and not 
infrequently the wheezing and shortness of breath last 
for at least a week. Vanadium is excreted in the urine, 
where its presence is useful confirmatory evidence of 
exposure. 

The manifestations of vanadium poisoning have been 
known for many years, but the first cases of poisoning in 
boiler-cleaners were described by Williams only five 
years ago. Williams entered a boiler and remained there 
for an hour during cleaning operations, to obtain first- 
hand experience of the symptoms. He remained short of 
breath on slight exertion for a week and the cough per- 
sisted for a fortnight. The early symptoms in boiler- 
cleaners may be due to the acidity of the dust. The 
sulphur content of oil ash varies enormously, and may be 
as high as 40% in Texan oil; most of this sulphur is 
present in the form of sulphur trioxide, which on contact 
with water becomes sulphuric acid. 

Wyers * described 10 cases of vanadium poisoning in 
men employed as process- -workers manufacturing vana- 

Hunter, D. i Diseases of Occupations. London, 1957. 


2 Williams, N. J. industr. Med. 1952, 9, 50. 
3. Wyers, H. Ibid, i036, 3, 177. 
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dium pentoxide from soot obtained from oil: burning 
ships. Chronic bronchitis and emphysema with severe 
bronchospasm were evident on clinical examination, and 
the shadows of dust reticulation were seen on chest 
radiographs. Sjoberg‘ found emphysema in rabbits 
which had inhaled vanadium pentoxide dust. It is 
therefore of the utmost importance that men exposed to 
vanadian pentoxide dust should be adequately pro- 
tected. Williams ? stated that one boiler-cleaning com- 
pany had paid increased wages since 1924 to men cleaning 
oil-fired boilers. It appeared that the men complained 
of wheezing ; medical advice had not been sought but 
light masks with cotton-wool filters had been provided. 

Methods of preventing further cases of poisoning have 
been discussed by Williams? and Browne.’ The men 
should wear dust respirators or full-face masks with air 
lines attached. In smaller boilers the upper layers of 
soot can be removed by vacuum cleaners. Water sprays 
are advocated during dismantling of firebrick walls, but 
Browne points out that a highly acid solution is formed 
which causes skin irritation: he suggests that the men 
should wear waterproof clothing and gloves. 

As in most other diseases of occupation the first 
essential is to recognise the existence of the hazard. 
Vanadium poisoning in men cleaning 6il-fired boilers has 
hitherto been recognised infrequently. 


ADDED VITAMINS 


Some vitamins are not quite so harmless as they 
were thought to be. On the other hand, deficiencies 
still occasionally arise in ‘children in this country— 
presumably because (as Dr. Dykes shows on p. 230) 
the uptake of welfare foods is nowadays only a fraction 
of what is provided. Last year the Minister of Health 
and Secretary of State for Scotland decided that the 
whole question of welfare foods ought to be reconsidered, 
and they set up a subcommittee, with Lord Cohen of 
Birkenhead as chairman, to look into it. In their report 
published this week,’? the subcommittee recommend 
that the welfare-foods scheme be continued, but— 
since scurvy is almost unknown in older children— 
orange-juice should no longer be given to those above 
the age of 2. Two members of the subcommittee 
dissented from this particular advice. 

Some children with conscientious parents have been 
receiving enormous doses (e.g., over 35,000 1.U. daily) 
of vitamin D from combined use of cod-liver oil, fortified 
foods (milk and cereals), and proprietary preparations, 
and they are at risk from hypercalcemia. But as rickets 
is still occasionally seen, the subcommittee think it 
advisable that supplements should still be issued, and 
they hope that overdosage will be prevented if the amount 
of vitamin D in each is substantially reduced. With 
the reduction they propose, a child having only one 
supplement would get enough vitamin D, and a child 
having several supplements would, it is held, be unlikely 
to get too much. The recommended new standards are 
given as-averages rather than minima, for minima tend 
to encourage over-fortification (as a precaution against 
deterioration), and thereby to overdosage. The new 
levels for vitamin-D fortification are : 

National cod-liver oil, average 100 1.u. per g. (formerly 
200 1.U. minimum). 

National dried milk, average 90-100 1.U. per oz. powder 
(formerly 280 1.u. minimum). 

Infant cereals, average 300 1.U. per oz. of dry cereal 
(formerly 1000 1.U. minimum). 

These levels take account of a report by the Medical 
Research Council Conference on Hypercalcemia, which 
advised that an intake of 400 1.U. of vitamin D throughout 
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infancy was cdaeahes: ‘Re ies this would be obtained, 
with the levels now recommended, if cereal or cow’s 
milk were the sole source of the vitamin; but the 
amount is thought adequate because of the high calcium 
content of cow’s milk—the figure of 400 I.U. was recom- 
mended with a low-calcium diet in mind. 

The subcommittee hope that manufacturers of infant 
foods will codperate to ensure that they do not upset 
the balance by excessive fortification of their products. 
They hope, too, that mothers will have individual 
guidance, and that their advisers will know how much 
vitamin D each food and supplement contains. 


MR. BUNG? NOT AT HOME 


BrER has been the subject of songs and of sermons ; 
but, apart from the lamentable sequele of excess, its 
effects on the public health have not had much attention. 
This omission has now been made good by one of our 
professional colleagues.* 

Too much beer—once, often, or always—has much the 
same effect on the human organism as an excess of any 
alcoholic fluid, though Sir Bernard Spilsbury used to say 
that he could always tell the practised beer-drinker not 
by the traditional facies but by the large, pale, and 
greasy liver. No-one has yet explained why the mortality 
figures of those engaged in ‘‘ the trade” compare so ill 
with those in apparently similar occupations. Also the 
pathology of the ‘‘ hangover ” deserves a rational explana- 
tion and might make an interesting M.D. thesis. 

Although some coliform bacilli survive in it for several 
days, the history of beer as a vehicle for infectious disease 
is at’ least as good as that of ginger-pop.* Its solvent 
action upon metal pipes and vats has occasionally caused 
lead or arsenic poisoning ; but, seeing that in 1956 this 
country produced 16,549,775 standard barrels of beer 
without any complaints on these grounds, the risk is not 
enough to suggest that Bat should be on the shelf in 
all licensed premises. A danger more likely to scare the 
vivid imagination is that of infection passed from drinker 
to drinker by glasses insufficiently cleansed. Lipstick on 
the rim is a very horrid sight, but it must be admitted 
that instances of infection by this route are, like infections 
acquired in swimming-baths, difficult to substantiate. 
The danger, or apprehension of danger, is recognised in the 
trade. Washing-machines are well enough in theory but 
work too slowly for the thirsty demands of a Saturday 
night. More successful is the use of a quaternary 
ammonium disinfectant in the washing-bowl, which, 
rather surprisingly, reduces the bacterial population 
manyfold in a few seconds without affecting the taste of 
the beer.® 

That beer does not appear in the annual table of causes 
of food-poisoning does not mean that the brewer is 
uninterested in the problems of microbiology. The whole 
science sprang from Pasteur’s interest in fermentation, 
and every brewery guards its pure cultures of pedigree 
yeasts as carefully as the National Collection of Type 
Cultures. Old men may lament, but the public taste 
today is for a sophisticated ale, bright from filtration, 
sparkling with added carbon dioxide, and pasteurised as 
carefully as milk. Beer in the barrel may look much as it 
always did; but, to produce a consistent brew and to 
avoid spoilage caused by alien bacteria, the hygienic 
standards of the brewery and the cellar must be at least 
as high as those of the dairy. We are approaching an 
era of fewer and larger breweries in which the micro- 
biologist has earned a place of the highest importance. 
It is a pity that his neat white-coated figure is so much 
less romantic than Mr. Bung’s ample paunch, fiery nose, 
and stocking cap to match. 


1. Digues la Touche, D. M. Brewers’ Guardian, 1957, 86, 17, 23. 

2. —— H. J. European Brewing Convention Congress, 1955, 
Dp. 0. 

3. Davis, J. G., Resuggan, J.C. L. J. Inst. Brew. 1947, 53, 15. 
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Public Health 


VITAMIN SUPPLEMENTATION AND TYPE 
OF FEEDING IN INFANCY 


R. M. DyxKes 
M.A., M.D. Glasg., D.P.H. 
MEDICAL OFFICER OF HEALTH, LUTON 


DuURING an inquiry (Dykes et al. 1953) into sickness 
among children born in Luton, information was collected 
about the rate of weaning during infancy (Dykes 1949). 
Breast-feeding was either not established, or ceased within 
about ten days of birth, in 20% of cases; the rate of 
weaning thereafter was about 8% per month up to 6 
months, 12% in the 7th month, and 6% per month up 
to 9 months. 

The pattern of infant feeding in Luton was again the 
subject of inquiry in 1956, on behalf of the Joint Sub- 
committee on Welfare Foods, under the chairmanship of 
Lord Cohen. But, whereas the earlier investigation was 
a prospective survey of all children born during 1945, the 
intention on this occasion was to discover, at a particular 
moment of time, the pattern of feeding at different ages, 
and the proportion of infants receiving vitamin supple- 
ments at these ages. The inquiry, which was undertaken 
by health visitors, was concerned with all children born 
between Aug. 3, 1955, and June 16, 1956. Parents were 
interviewed during the fortnight June 25—-July 10, 1956, 
and their answers recorded on an inquiry-card by the 
health visitor, who bore in mind the fact that the state- 
ments made by some parents would err on the side of 
what they felt was desirable. The completed cards were 
divided into age-groups according to the child’s age at 
the time of interview. The number of children involved 
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was 1401; cards were completed for 1313—94% of the 
total. 

The smallest age-group is at under 1 month (table 11). 
Since children born after June 16 were not included and 
interviews did not begin until June 25, babies less than 
10 days old were precluded from the inquiry. 


Type of Feeding 
Breast-feeding : 

The graph of the 1945 survey (fig. 1) presents the 
smooth curve of diminishing incidence that one would 
expect from a prospective survey, and the irregularity of 
the graph of the 1956 inquiry is in keeping with the 
method used (recording information about the feeding of 
different babies of different ages at a particular moment 
of time). Only at 7 and at 11 months, however, is the 


recorded incidence of breast-feeding higher than that for 
the month immediately preceding. At all ages the inci- 
dence of breast-feeding was lower in 1956 than in 19465. 
At 2-6 months 20-25% fewer babies were being breast- 
fed than was the case 11 years before. 
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Bottle-feeding 

The present inquiry goes a stage further than the 
survey of 1945 by distinguishing the type of bottle-feeding 
at different ages. In the Ist month of life, 30% of babies 
were fed on dried milk (fig. 2), and the incidence of 
dried-milk feeding increased thereafter to reach a peak of 
65% in the 6th month ; there was then a rapid change- 
over to fresh cow’s milk, and by the 9th month almost 
70% of babies were on cow’s milk. 

The choice between National dried milk and proprie- 
tary milk may be influenced by the health visitor, but 
cost is more likely to be the deciding factor. The brand of 
proprietary milk chosen probably depends mainly on the 
varieties sold at the welfare-centre and on the advice 
given by the health visitor. The cost of proprietary milk 
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—even at welfare-clinic prices—far exceeds that of 
National dried milk, but it is interesting to note that 
at certain stages of infant life the parent may find it 
cheaper to give proprietary milk, for the higher cost of 
this may then be wholly offset by cheap liquid milk which 
can be purchased in lieu of National dried milk (table 1). 

Contrary to expectation, however, the majority of 
mothers in Luton do not give their babies National dried 
milk. Of the 609 babies at all ages who were receiving 
dried milk, only 123 (20%) were having National dried 
milk. Moreover, infants on proprietary dried milk out- 
numbered those on National dried milk at every month 
of age. In the earlier months the ratio was 4 : 1 or greater, 
but at 9, 10, and 11 months the ratio was less than 4: 1 
(fig. 2); perhaps mothers who give their babies National 
dried milk in the earlier months more often continue 
dried-milk feeding into the later months. 


Vitamin Supplements 


The welfare-foods scheme provides vitamin supplements 
in the form of orange-juice (vitamin C) to expectant 
mothers and children under 5 years, cod-liver oil (vitamin 
D) to children under 5 years, and tablets (vitamins A and D) 
to expectant and nursing mothers. In addition National 
dried milk, which is fortified with vitamin D, is available 
to children under 2 years in lieu of cheap liquid milk. 


TABLE I-—COMPARATIVE COST OF NATIONAL DRIED AND 
PROPRIETARY MILK FEEDING (USING FULL ALLOWANCE OF 
NATIONAL DRIED MILK AND I PINT OF FRESH MILK DAILY) 


Age of infant -4 -16 —34 —44 -52 


(weeks) 





Weekly entitlement 
of National dri 
milk .. ea 


National dried 
milk and fresh 
milk at 8d. 


20 oz. | 300z. | 400z. | 300z. | 25 oz. 


58. 64d. | 6s. Od. | 68. 5d. | 68. Od. | 5s. 9d. 
Proprietary milk 
and fresh milk | | 


at ljd... -. |48. 74d. | 68. 6d. | 88. 44d. | 6s. 6d. | 58. 64d 
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The scheme came into being in 1941 and was administered 
by the Ministry of Food through local distribution centres. In 
1954 the central administration was transferred to the 
Ministry of Health, and the responsibility for local distribution 
devolved on local health authorities. 


The uptake of welfare vitamin supplements in Luton 
during 1955, expressed as a percentage of actual entitle- 
ment, was 27% for orange-juice, 17% for cod-liver oil, 
and 35% for vitamin tablets. (The corresponding figures 
for England and Wales were 30%, 19%, and 32%.) 
Despite the low uptake of these supplements there was 
no evidence, except in isplated cases, of nutritional 
deficiency among children or nursing mothers in this 
country. Their vitamin requirements must, therefore, 
have been met from natural foods, fortified foods, or 
proprietary preparations. 

This inquiry did not set out to measure the vitamin- 
intake of infants, but merely to discover whether (having 
regard to the poor uptake of vitamin supplements) some 
infants might +e at risk from vitamin-deficiency. When 
recording whether or not an infant was receivirig vitamin 


TABLE II—PROPORTION OF INFANTS GIVEN FRUIT-JUICE 





Age (months) 4 ot) ot ee + oe Toe 
Breast-fed .. .. | 2% | 34% 80% 95% | 92% | 84% 
Dried-milk-fed .. | 8% | 54% | 82% | 75% | 81% | 84% 


Cow’s-milk-fed ee -- | 37% | 57% | 68% | 74% 


78% 
supplements, the health visitor tried to make a fair 
assessment of the parent’s replies to her questions. 
Vitamin OC 

The breast-fed baby can derive enough vitamin C 
from its mother’s milk provided the mother’s diet is good 
{Kon and Mawson 1950). Cow’s milk, on the other 
hand, is a less reliable source. Milk, when it leaves the 
cow, has a vitamin C content of 11-14 mg. per pint, 
but as @ rule this is not maintained for long (Kon and 
Mawson 1945). Cow’s milk becomes an increasingly 
important item in the infant’s diet as he grows older, 
with a consequent loss in vitamin C which may not be 
wholly offset by a more varied diet. Accordingly 
vitamin-C supplement is advised throughout infancy 
irrespective of the type of feeding. 

Reinforcement of the diet wich vitamin C necessitates 
the introduction of a dietary supplement—usually in the 
form of fresh fruit-juice, Welfare orange-juice, or proprie- 
tary fruit-juice. Since children up to the age of 5 years, as 
well as expectant mothers, are entitled to Welfare orange- 
juice, the uptake (27%) does not tell us what proportion 
of infants under a year were given orange-juice ; but 
with so low an uptake, one would not expect the propor- 
tion of infants having any vitamin-C supplement to be 
high. In fact, this is true only for the early months of 


infant life; 75% of the total, and up to 95% in some 
age-groups, were having fruit-juice (fig. 3). 

Of the total 1313 children in the inquiry, 995 (75%) 
might, at the time of the health visitor’s visit, be 
described as ‘‘ protected,’’ but 305 (30%) were being 
given a fruit-juice other than Welfare orange-juice. The 
introduction of fruit-juice into the infant diet depended 
more on the age than on the type of feeding (table 1), 
though there seemed to be a greater awareness of the 
need for vitamin-C supplement among the mothers of 
breast-fed and dried-milk-fed babies. 

Infants at risk from vitamin-C deficiency.—The few 
cases of clinical scurvy in this country in recent years 
have been in children 9-18 months. The nutrition 
committee of the British Medical Association recom- 
mended an intake.of 10 mg. of vitamin C a day for children 
up to the age of 1 year. This amount would probably be 
taken by most infants having a mixed diet, but fruit-juice 
provides an added insurance. One orange a week or one 
teaspoonful a day of Welfare orange-juice would provide 
a daily intake of about 8-9 mg. From six months onwards 
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the infant diet becomes increasingly varied with a corre- 
spondingly greater opportunity for intake of vitamin C. 
Only in exceptional circumstances, therefore, would 
scurvy be likely. Indeed, there has not been a recorded 
case in Luton in the past decade. 


Vitamin D 

The three main sources of vitamin D for babies are 
fortified dried «milk, cod-liver oil or concentrate, and 
fortified infant-cereal foods. Of the 1313 children, 609 
(46%) were, at the time of inquiry, being fed on fortified 
dried milk. Under the welfare-foods scheme, cod-liver oil 
is issued free to children under 5 years of age, and contains 
about 650 i.u. of vitamin D per teaspoonful. Of the 1313 
children in the inquiry, 681 (52%) were receiving vitamin- 
D supplement, but of these, 136 (20%) were receiving an 
oil or concentrate other than Welfare cod-liver oil. 

The percentage of children receiving vitamin-D supple- 
ment rose from 5% in the first month to about 60% 
between 3 and 11 months (fig. 4). By 6 months more 
than 90% of the babies were having fortified cereal foods. 
These are usually introduced into the infant diet in the 
3rd—5th months. 


TABLE III—NO. OF INFANTS AT RISK FROM VITAMIN-D 
DEFICIENCY 
‘a ; { _ { | aa | 
Age (months) —1 +2 -3 | -5 |-6|-7 '-8|-9 -10|-11| 0-11 


No. in survey 82 143 141 146 139,135|107 103 104 112 101) 1313 


No. breast | 50 (a2(20/9/2/2]..|..|..|..].. [195 (95%) 











| 
"| 
No. cow’s- |..| 4/7 | 4 6 4 | 29 (2-2%) 
milk-fed | | dg 
No.atrisk | 50/46/27/13/ 2 2)|,./2/2|6/| 4 |154 
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TABLE IV—-INFANTS HAVING 
(EXPRESSED AS A PERCENTAGE 
FEEDING CATEGORY ) 


VITAMIN-D SUPPLEMENT 
OF THE NUMBER IN EACH 


Age (months) -1 -2 3 —4 -5 —6 
Breasted... ..| 8 | 8 | os | os | | os 
Dried-milk-fed ee 8 39 54 52 60 52 
Cow’s-milk-fed on ba 37 50 25 43 74 


Infants at risk from vitamin-D deficiency.—In 1943, 
the British Pediatric Association (1944) investigated the 
prevalence of rickets in children aged 3-18 months in 23 
areas of the British Isles. The report afforded evidence 
that rickets is more likely to appear in the artificially fed 
than in the breast-fed baby, but reaffirmed that breast- 
feeding alone cannot be relied on to prevent rickets. 

We know less about the vitamin-D content of human 
milk than about the content of other vitamins, but we 
do know that it is very low and the daily intake by breast- 
fed infants is unlikely to exceed 20 i.u. (Kon and Mawson 
1950). It is, therefore, sound to give a few drops of cod- 
liver oil to all babies, whether breast-fed or bottle-fed, even 
in the early months of life; but in the Ist month only 
5% of Luton babies were in fact having vitamin-D 
supplement in this form. 

We have also seen that most infants were either breast- 
fed, or artificially fed with reconstituted dried milk 
during the early weeks of life. Even at 3 months, only 
10% of Luton babies were on cow’s milk. Since breast- 
milk, like cow’s milk, is an unreliable source of vitamin D, 
babies on breast-milk (or fresh cow’s milk), who are not 
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having a vitamin-D supplement or fortified cereal, are 
at risk from vitamin-D deficiency. 

Only in the early months was the percentage at risk 
high (table 11), and it was made up mainly of breast-fed 
babies. This does not mean that in the early months of 
life breast-fed babies are less likely to receive cod-liver oil 
than are bottle-fed babies; vitamin-D supplement 
(generally in the form of cod-liver oil or concentrate) is 
usually withheld from the infant diet in the early months 
of life and is independent of the type of infant feeding. 

From 3 months onwards, over 50% of babies were 
having some form of cod-liver oil and after six menths 
over 90% were having a fortified cereal food. No single 
source of vitamin D gave protection to all the infants in 
any age-group, or made an equal contribution at different 
ages, but the interplay of all three sources ensured that 
most infants over 3 months were protected in one way or 
another (table m1). Only in exceptional circumstances 
would an infant be wholly deprived of vitamin D over a 
period of time, or have an intake so low as to make rickets 
possible. 

Infants at risk from excessive intake of vitamin D.—When 
Welfare food supplements were introduced in 1941 the 
risk of hypervitaminosis was believed to be negligible. 
It was not until 1952 that attention was drawn to a 
disease of infants in which failure to thrive, anorexia, 


constipation, and hypotonia were associated with a 
raised serum-calcium (Lightwood 1952). The symptoms 
of idiopathic hypercalcemia usually arise between 4 and 
8 months. Benign and severe types of the disease have 
been described (Lightwood and Stapleton 1953). In the 
former, recovery is usually spontaneous, but may be 
accelerated by markedly reducing the intake of calcium 
and vitamin D (Lowe et a]. 1954, Creery and Neill 1954, 
Stapleton et al. 1956). Generally, the illness arises in 
infants who are bottle-fed and whose intake of vitamin D 
is well above the optimum level. Cow’s milk contains 
about four times as much calcium as breast-milk, and this 
may well be a contributory factor. Abnormal sensitivity 
toe vitamin D, as distinct from overdosage of vitamin D, 
may also be important. 

If, however, it can be assumed that the infants at 
greatest risk from hypercaleemia are those receiving 
vitamin D from all three sources (namely, dried milk, 
fortified cereal, and cod-liver oil or concentrate) then 
the age of maximum risk would be roughly 4-8 months 
(fig. 5); this is in keeping with the clinical incidence of 
the condition. The peak danger-period is at 5-6 months 
when 92 (33%) of the 274 infants at these ages were 
having vitamin D from at least three sources. An intake 
of 400 i.u. of vitamin D a day is regarded as adequate to 
prevent rickets in infancy ; yet a baby aged 6 months, 
receiving vitamin D from all three sources, could have a 
daily intake of more than 2000 i.u. 

A widespread inquiry among pediatriciang throughout 
the United Kingdom revealed 204 cases of hyperéal- 
cxemia over a 2"/,-year period {see Lancet 1956) and on this 
basis, 1 case would be found in Luton about every five 
years. Since attention was not drawn to the condition 
until 1952, increased awareness will probably lead to the 
discovery of more cases. 


Summary 

There has been a fall in incidence of breast-feeding in 
Luton since 1945. At 2-6 months, 20-25% fewer babies 
are now breast-fed than was the case 11 years ago. 

For the first 6 months of life, most of the babies in 
Luton who are bottle-fed have reconstituted dried milk. 
Babies fed on proprietary milk outnumber those on 
National dried milk during this period by about 4 to 1. 

The uptake of welfare foods is only a small fraction of 
entitlement, but it has been shown that uptake is not an 
index of the proportion of infants who receive vitamin 
supplements. 

The cover provided by fortified foods and vitamin 
supplements is apparently such that the likelihood of 
any infant having a vitamin deficiency is very small. 
Particularly is this true of vitamin D, of which there are 
three main sources for infants—viz., fortified dried milk, 
fortified cereal, and cod-liver oil. The interplay of these 
sources of vitamin D at different stages of infant life 
ensures that almost all babies over 3 months are protected. 

On the assumption that hypercalcemia may result 
from an excessive intake of vitamin D, the incidence of 
this condition could, on the findings of this inquiry, be 
expected to be highest about the 5th or 6th month of life. 


I wish to thank Lord Cohen, chairman of the Joint Sub- 
committee on Welfare Foods, for permission to publish this 
paper. I am also indebted to the health-visiting staff for 
carrying out the special visits which the inquiry necessitated. 
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Inquiry into Precautions against Anthrax 


The Minister of Labour and National Service has 
appointed a committee under the chairmanship of 
Mr. R. F. Levy, Q.c., to consider the existing legal 
provisions for the importation of goods infected or likely 
to be infected with anthrax and the precautions to be 
taken for the protection of health. The other members of 
the committee are Prof. A. K. Cairncross, Mr. T. Eccles, 
Mr. J. B. Solomon, and Dr. A. J. H. Tomlinson. Persons 
or organisations wishing to give evidence are asked to 
communicate with Mrs. Crane, secretary of the 
committee, at the Ministry of Labour and National 
Service, 19, St. James’s Square, London, S.W.1. 


More Food-poisoning 


Though methods of food-preservation are changing, 
the general principles have long been known. Five 
thousand years ago cooked meats in Mesopotamia were 
added to sesame oil and then stored in jars. (In Iran it 
is now the custom in the villages to boil pieces of meat in 
fat prepared from sheep’s tail. The product is then packed 
into sheepskins and sometimes stored for six months 
before it is consumed.) Today, Prof. Reginald Lovell 
points out ' how international and national upheavals have 
affected the people’s eating habits in this country. 
Family meals have in part been replaced by food prepared 
in the mass and eaten in restaurants and canteens. 
Increasing contact with new arrivals from abroad has 
introduced the lesser-known types of prepared meats, 
such as the Continental sausages, and American influence 
has increased trade in meats and poultry sold jointed, 
wrapped, and ready for cooking. These changes have 
no doubt contributed to the increase in food-poisoning 
due to the infection of pre-cooked food; and Dr. G. S. 
Wilson has recently pointed out that ‘‘ milk-borne 
diseases, which have been the bane of mankind in the 
past, are being replaced by food-borne diseases.” 

The number of incidents of food-poisoning in England 
and Wales increased from 3979 in 1950 to 6016 in 1954 
and 8961 (an increase of 49%) in 1955. Between 1950 and 
1954, the number of outbreaks i in which meat and meat 
dishes were presumed to have been responsible was as 
high as 64-79% of those in which information was 
available. Salmonella typhimurium was responsible for 
50% of all the recorded incidents in 1954. Salmonella 
food-poisoning in man may be caused by the flesh of 
infected animals, but beef and beef-products are infected, 
if at all, after slaughter—possibly after the meat has left 
the slaughterhouse. After such contamination, the method 
of preparation may allow or encourage bacterial multi- 
plication. Methods of cooking are particularly important 
in outbreaks in which Clostridium welchii are incrimin- 
ated: canteen meals for which the meat has been cooked 
but allowed to cool slowly overnight before it is eaten 
are particularly hazardous. Lovell! remarks that if all 
meat was eaten on the day it was cooked, these out- 
breaks would cease. 


Poliomyelitis 


Uncorrected notifications: of poliomyelitis in the 
week ended July 20 (29th week of the year) were as 
follows: paralytic 105 (68), non-paralytic 84 (65); 
total 189 (133). This is an increase of 56 compared 
with the previous week, the figures for which are in 
parentheses. 

Influenza 


The World Health Organisation has received reports 
that influenza has now reached Africa; it has appeared 
in Jibouti and the Sudan, where the disease is spreading.” 
Some new centres of infection are still appearing in Asia, 
but the epidemic is generally on the decline. At the end 
of last week there were no reports of any new outbreaks 
in Europe, Australia, or New Zealand. According to 
W.H.O., the spread of the disease seems to be determined 
much more by mass contact than by age, sex, or race. 
The occasional pulmonary complications seem to be 
limited to patients who already have a respiratory 
en The death-rate remains on the whole very 
ow. 

1. Lovell, R. R. Soc. Hlth J. 1957, 77, 85. 
2. Times, July, 27, 1957. 
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ON TAKING THE TEMPERATURE 
IN THE MOUTH AND THE AXILLA 


I. 8. L. Loupon 
B.M, Oxfd 
GENERAL PRACTITIONER, WANTAGE 


** Bacteriology apart, there is a strong esthetic objection 
to poking into one’s mouth an instrument which, a few 
moments ago, was sticking out of someone else’s.’’—THE 
LANCET, 1956, ii, 559. 

THe general practitioner on his rounds takes his 
patients’ temperatures so often (perhaps 2000-3000 times 
a year) that he cannot possibly provide a separate thermo- 
meter for every patient, and therefore uses the same 
instrument for successive cases. 

For both bacteriological and esthetic reasons, he is 
forced either to rely on axillary temperatures or to find 
some method of sterilising his thermometer between 
cases, either by washing, or by immersion in a fluid of 
supposed antiseptic qualities, which soon becomes a 
mixture of antiseptic, saliva, and dead (one hopes) 
bacteria. But even if he prefers oral temperatures, when 
he is visiting children too young or fractious to have the 
thermometer in their mouths he will have to place the 
thermometer somewhere else; not the rectum, if he is 
wise and the child is a wriggling 2-year-old. He will 
therefore find himself bound to rely on either axillary 
temperatures all the time, or on oral temperatures when 
possible and axillary at other times. 

Since it is generally assumed that an axillary tempera- 
ture reading can be translated into an oral one by the 
addition of 1/,-1°F, it seems a matter of little importance 
which site is used; but a chance observation that the 
relation between oral and axillary temperatures may not 
always be as constant as supposed led to this investiga- 
tion, which was designed to answer three questions : 

1. Is there a constant relation between oral and axillary 
temperatures ? 

2. If not, how widely do they differ and is their difference 
altered by the presence or absence of fever ? 


3. How long is it necessary to wait in order to get a usefully 
accurate reading ? 


Method 


All the subjects were children, varying in age from 3 
to 15 years, seen in their homes:in the course of routine 
general practice, and no child was included twice in the 
investigation. Simultaneous oral and axillary tempera- 
tures were taken in every case, using two thermometers. 
Each thermometer was shaken down to 95°F and placed 
in mouth or axilla, and the temperature recorded at the 
end of measured intervals of time without removing the 
thermometer until the desired time had elapsed. This is 
not difficult to do if the thermometers are so placed that 
their mercury columns are easily visible. 

Both thermometers were new ordinary clinical thermo- 
meters, and both were tested in water at temperatures 
varying from 96° to 105°F to confirm that they agreed 
throughout this range to within 0-2°F, It was also noticed 
that their mercury columns rose at the same rate, and 
recorded the temperature of a bowl of water in fifteen 
seconds. These tests were repeated during the investiga- 
tion and again at the end to make sure that no deteriora- 
tion in the thermometers’ accuracy had resulted from use. 


Results 


The first results were obtained by comparing the read- 
ings of simultaneous oral and axillary temperatures at 
the end of a period of time fixed, arbitrarily, at three 
minutes. This was done with 75 children. The range of 
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temperature differences (fig. 1) was considerably greater 
than expected, varying from an oral temperature 2-6°F 
greater than the axillary to an axillary temperature 1-0°F 
greater than the oral. 

Clearly the traditional teaching that the oral tempera- 
ture always exceeds the axillary by '/,-1°F is wrong, for 
it was true for only 24 of the 75 children. Of the remaining 
51, the temperature difference was greater than 1°F in 29, 
and less than 0-4°F in 15, while in 7 cases the axillary 
temperature actually exceeded the oral. Thus, although 
the average oral-axillary temperature difference was 
0-8°F, the variation about this average was wider than 
anticipated, being spread over 3-6°F. 

Since this range of variation might be influenced by 
fever, the results from the 75 cases were divided into two 
groups. Group 1 contained those in which the oral 
temperature was 100°F or more (37 cases) and group 2 
those in which the oral temperature was less than 100°F 
(38 cases). 

There was no appreciable difference between the two 
groups (figs. 2 and 3). 


The Time Factor 
It is well known that a so-called ‘‘ half-minute ’’ thermo- 
meter, that will record accurately the temperature of a 
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bow] of water in thirty seconds or less, takes a longer time 
to record a patient’s temperature. This is the subject, from 
time to time, of letters in medical journals, the most recent 
series being in this journal this summer. The question 
usually asked, but left unanswered, is How long does 
one have to wait to obtain a usefully accurate reading ? 
To investigate this it was assumed that five minutes was 
long enough to ensure an accurate clinical temperature ; 
and certainly five minutes is a long time to wait by the 
bedside, even for an unhurried doctor, as anyone will 
agree who has actually done it. 

In 25 cases, simultaneous oral and axillary tempera- 
tures were recorded at one-minute intervals up to a total 
of five minutes, without removing the thermometer until 
the end of the five minutes. Great individual variation 
was found. In some the five-minute temperature was 


recorded within the first minute; in others the mercury 
column crept up slowly throughout the five minutes or 
rose at first, remained steady for a minute or two and 
then rose again. Fig. 4 shows the proportion of the total 
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25 cases in which, at the end of each succeeding minute, 
a temperature had been reached within 0-5°F of that 
recorded at the end of the five minutes. 

This graph illustrates the following points : 

(1) When taking an axillary temperature one must wait 
longer to obtain an accurate reading than when taking an oral 
temperature. 

(2) That three minutes is usually (i.e., in 23 cases) long 
enough to obtain an accurate temperature in the mouth, but 
in the axilla at the end of three minutes an accurate tempera- 
ture was reached in only 13 out of 25 cases. 

(3) At the end of four minutes the final temperature had 
been reached in all cases but one in both mouth and axilla. 


Thus it is possible that some of the wide variation in 
the difference between oral and axillary temperatures 
in the first results (figs. 1-3) was due, not to differences in 
the real temperature, but to differences in the time taken 
to record an accurate temperature in these two sites. The 
results at the three-minute interval (fig. 4) suggest that 
this might well be the case. 

To investigate this possibility, the difference between 
oral and axillary temperatures was worked out in each 
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of these 25 cases at the end of one, two, three, four, and 
five minutes. The results were then expressed as in 
figs. 1-3 at each of the one-minute intervals, and showed 
that the variation between axillary and oral temperatures 
became slightly less the longer one waited. But even at 
the end of five minutes (fig. 4) the range of variation was 
wider than‘ traditional teaching allows. Therefore the 
difference between oral and axillary temperatures really 
does vary widely, and the results of fig. 1 are not wholly 
due to a difference in the speed with which the thermo- 
meter records in the mouth and axilla. 


Discussion 


Much of the muddled thinking that surrounds this 
subject is due to an underlying assumption that there is 
an entity, the body-temperature, that can be recorded 
in mouth, axilla, or rectum simply by waiting long enough 
and then adding the standard conversion factor. 

Axillary temperature plus 1°F =oral temperature. 

Oral temperature plus 1°F =rectal temperature. 


In fact, ‘‘ there is no uniformity of temperature within 
the human body . . . the whole body is a mass of [tem- 
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perature] gradients and the ordinary temperature meas- 
urement gives only spot temperatures, a fact which must 
be clearly recognised by the clinician ’’ (Du Bois 1937). 

The clue lies in the words ‘‘ a spot temperature ’’; for 
when a patient’s temperature is taken, be it in mouth or 
axilla or rectum, the thermometer simply records the 
temperature at a particular spot on an epithelial surface. 
The temperature at that spot must be the result of two 
processes: (1) heat brought to it via the blood under- 
lying the epithelium ; and (2) heat loss from the surface. 

When one considers how greatly clothing, posture, 
temperature of surrounding air, sweating, and vasodila- 
tation can a!ter the skin temperature, the wide variation 
between axillary temperatures in relation to oral tem- 
peratures becomes easier to understand. The influence of 
posture, for instance, was shown in the following case : 

Two children (twins) were seen to be asleep in two totally 

differing postures, and immediately on being woken up each 
of them submitted to having mouth and axillary temperature 
taken. One child lay on her back with arms away from the 
body and axillary skin exposed to the air. Her mouth tempera- 
ture was 98-2° but the axillary readings were 96, 96, 96-2, 
96-6, and 96-8°F at the end of each succeeding minute. The 
other child lay curled up under the bedclothes, lying on one 
side on his arm. The thermometer was placed in the lowermost 
axilla and recorded temperatures of 97-6, 97-8, 97-8, 97-8, and 
97-8°F over the five minutes, and his oral temperature was 
97-8°F. 
In these contrasting examples, the difference between 
oral and axillary temperatures could be explained simply 
by the difference in sleep posture. In the first case the 
child’s axillary skin was,cooled by exposure to the 
air; in the second, heat could not be lost from the 
axilla because the child’s arm was in contact with his 
body. 

To a Jesser extent a child may, by breathing habitually 
through its mouth, cool the epithelial surface of the 
mouth ; and in such circumstances the oral temperature 
may be actually lower than the axillary. In these observa- 
tions lies, perhaps, the explanation why the rate at which 
the thermometer records the temperature varies so much 
from one patient to the next and is usually so much 
longer than the ‘‘ half-minute ’’ claimed by the makers. 
When one takes an axillary temperature the arm is held 
close to the side to prevent the thermometer falling out. 
This very circumstance must alter the balance of heat 
gain and loss in the axillary skin; in fact in these cir- 
cumstances there is no way for heat to be lost from the 
axilla, and the temperature of the axillary skin may rise 
as a consequence. The slow rise of the mercury column, 
so often observed when taking the axillary temperature, 
may be due, not to the slowness of the thermometer in 
recording the temperature, but to the odd fact that, by 
taking the temperature, one induces a state of affairs in 
which the axillary temperature alters as one is trying to 
record it. This process is not necessarily complete at the 
end of five minutes; it may take much longer, and 
‘* accuracy ’’ cannot be guaranteed even by waiting a full 
five minutes. In fact, in this sense, accuracy is a myth, 
and in practice one has to be content with recording a 
spot temperature—aware that the mere process of trying 
to record the temperature can alter the temperature at 
that spot. 

Summary 

The traditional belief that the axillary temperature 
bears a constant relation to the oral temperature is 
shown to be untrue. The difference between oral and 
axillary temperatures varies over a range of 31/,°F, and 
the axillary temperature sometimes exceeds the oral. 

Both in mouth and axilla, the time taken for a steady 
temperature to be recorded varies greatly from one case 
to the next. Usually it takes longer to record a steady 
temperature in the axilla than in the mouth. In the 
axilla at least four minutes should be allowed to elapse, 
in the mouth at least three, if accuracy is desired. 


Reasons are given for the great individual variations in 
axillary temperatures and in the time required for record- 
ing a steady temperature. 

My thanks are due to the children who were the subjects 
of this investigation. Not one of them objected to my fiddling 
about with two thermometers and a stopwatch. 


REFERENCE 
Du Bois, E. (1937) Lane Medical Lectures. Stanford. 


TRIBUNALS ASSOCIATED WITH 
THE N.H:S. 
Recommendations of Franks Committee 


Tue Committee on Administrative Tribunals and 
Inquiries, which, has now reported,! was appointed in 
November, 1955, with Sir Oliver Franks as chairman, 
to consider and make recommendations on : 

(a) The constitution and working of tribunals other than 
the ordinary courts of law, constituted under any Act of 
Parliament by a Minister of the Crown or for the purposes 
of a Minister’s functions. 

(6) The working of such administrative procedures as 
include the holding of an inquiry or hearing by or on 
behalf of a Minister on an appeal or as the result of 
objections or representations, and in particular the 
procedure for the compulsory purchase of land. 


GENERAL RECOMMENDATIONS ON TRIBUNALS 

The committee emphasise that tribunals are not 
appendages of Government departments. They reject 
the Civil Service view that tribunals should be regarded 
as part of the machinery of administration. In setting 
up tribunals, Parliament has deliberately provided for a 
decision outside and independent of the departments 
concerned ; although the relevant statutes do not in all 
cases expressly enact that tribunals are to consist entirely 
of persons outside the Government service, the use of the 
term “ tribunal’’ in legislation undoubtedly bears this 
connotation, and the intention of Parliament to provide 
for the independence of tribunals is clear and unmis- 
takeable. 

In deciding that certain decisions should be reached 
only after a special procedure, Parliament must have 
intended that they should manifest three basic charac- 
teristics of openness, fairness, and impartiality. The 
choice of a tribunal rather than a Minister as the deciding 
authority is itself a considerable step towards the 
realisation of these objectives, but in some cases the 
statutory provisions and the regulations thereunder fall 
short of what is required to secure them. 

To ensure that these three objectives are achieved in 
practice, the committee recommend the establishment of 
two Councils on Tribunals—one for England and Wales 
and one for Scotland—to keep the constitution and 
working of tribunals under continuous review. The main 
function of each council would be to suggest how the 
general principles of constitution, organisation, and 
procedure-enunciated in the report of the Franks Com- 
mittee should be applied in detail to the various tribunals. 
Thereafter they would keep tribunals under review and 
would be responsible for the appointment of new members. 

On procedure, the committee say that ‘‘ openness” 
includes the promulgation of reasoned decisions, but its 
most important constituent is that the proceedings should 
be in public. But just as on occasion the courts are 
prepared to try certain cases wholly or partly in camera, 
so too in the field of tribunals there are occasions on 
which justice may be better done by privacy; these 
include cases involving professional capacity and 
reputation. The procedure should be informal but 
orderly. In some cases the attempt to secure informality 
has been at the expense of an orderly procedure ; infor- 


1. Report of Committee on Administrative Tribunals and Inquiries. 
.M. Stationery Office. 1957. Pp.115. 5s. 
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THE LANCET] 
mality without rules of procedure may be positively 
inimical to right adjudication. It should be possible to 
combine formal procedure with an informal atmosphere. 

The committee heard a good deal of criticism of the 
ban on legal representation before certain tribunals. 
The ban at present attaches to only a limited number of 
tribunals but they are among those most widely used. 
The committee think that the ban is difficult to justify 
and recommend that the right to legal representation 
should be curtailed only in the most exceptional cireum- 
stances, where it is clear that the interests of applicants 
generally will be better served by a restriction. The 
Legal Aid Scheme should be extended at once to those 
tribunals which are formal and expensive and to final 
appellate tribunals. There should be an appeal on fact, 
law, and merits from a tribunal of first instance to an 
appellate tribunal except where the tribunal of first 
instance is exceptionally strong and well qualified. As a 
matter of general principle the appeal should not go to a 
Minister. An appeal on a point of law should lie to the 
courts from a tribunal decision, except from a decision 
of the National Insurance Commissioner, the Industrial 
Injuries Commissioner, or National Assistance Appeal 
Tribunals. 


TRIBUNALS CONNECTED WITH THE NATIONAL HEALTH 
SERVICE 


The general recommendations summarised above are 
intended to apply to tribunals connected with the N.H.S., 
but with a few modifications where special circumstances 
make a strict application of the general recommendations 
inappropriate. For instance, the committee hold that 
appeals from the Medical Practices Committee should 
continue to go to the Minister; in accordance with the 
general recommendations, however, the Minister should 
give reasons for his appeal decisions. 

Another modification of the general recommendations 
is that hearings before service committees should con- 
tinue to be in private. ‘‘ There is no doubt that practi- 
tioners would have much to lose if publicity is given to 
complaints which may prove to be broadly without 
foundation, and we do not think that the public interest 
requires a public hearing in this case.’”” The committee 
point out, however, that the same considerations do not 
apply to some of the later stages of the adjudicating 
process. 

Evidence before service committees should, in accord- 
ance with the general recommendations, be on oath. 
‘‘A patient bringing a complaint against a practitioner 
which may involve serious penalties and affect his pro- 
fessional reputation should be prepared to substantiate 
that complaint on oath. Equally the practitioner should 
be prepared to controvert that complaint on oath.” 

The committee gave some special consideration to 
the question of legal representation before service 
committees. 

“The importance which we attach to the proper finding of 
facts at the first stage would seem in itself to be sufficient 
justification for introducing a right to legal representation. 
It ean also be said that the present ban on legal representation 
operates to the advantage of practitioners . . . since practi- 
tioners are often represented before service committees by 
experienced representatives of their professional organisations. 
On the other hand it can be argued that the removal of the ban 
would also operate to the advantage of the practitioners, since 
they and their professional organisations have greater resources 
and more at stake than the individual complainant and 
would therefore more often exercise the right to legal 
representation.” 


As an alternative, therefore, the committee have 
recommended that complainants should be entitled to 
apply for the assistance of an official representative— 
from the Ministry or the executive council—at hearings 
before service committees. The Franks Committee 


justify this unusual suggestion on the ground that ‘‘ the 
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Minister, in addition to being in a broad sense the 
employer of the practitioners in the National Health 
Service, has a general responsibility in regard to the 
proper treatment of National Health Service patients. 
He should not, therefore, be indifferent to the proper 
establishment of the facts of complaints and should be 
anxious to see that complainants do not go unassisted.” 
The National Health Service Tribunal should in 
general sit in public. The right of appeal from the N.H.S. 
Tribunal to the Minister should be abolished, and the 
right of appeal from executive councils to the Minister 
should be replaced by a right of appeal to the tribunal. 


Conferences 


FUNGOUS DISEASES 


A symposium of Fungous Diseases and their Treat- 
ment was held at the Institute of Diseases of the Chest, 
Brompton Hospital, London, from July 22 to 24. Other 
institutes of the British Postgraduate Medical Federa- 
tion which collaborated were those of Child Health, 
Dermatology, and Obstetrics and Gynecology. Approxi- - 
mately 100 specialists attended by invitation, including 
several from overseas. 


Pathology 


Dr. R. W. RippELL summarised the invasive pro- 
perties of fungi which infect man, relating these to 
fungal morphology. Whereas the filamentous fungi 
tend to be only locally invasive, yeasts are better suited 
to tissue invasion. The dimorphic fungi exhibit both 
these structural forms according to whether they exist 
as saprophytes or parasites. Symptoms and signs of 
disease may result from diffusion of fungous products 
from sites of local colonisation, as in ringworm of skin 
or aspergillosis of lungs. On the other hand, in the 
subcutaneous and systemic mycoses clinical features 
are due to the same kind of tissue invasion as in tuber- 
culosis. Though fungal morphology may be equated with 
differences in pathogenicity, the chemical and biological 
factors which determine human susceptibility to infection 
are as yet little understood. 

Prof. W. St. C. Symmers illustrated the pathological 
findings which lead him to suspect mycotic disease. 
Examination of serial sections of micro-abscesses in 
actinomycosis or madura disease may be necessary in 
order to demonstrate fungous colonies. Artefacts resemb- 
ling yeasts and sporangia are numerous, and the uni- 
cellular form of one systemic fungus may closely resemble 
that of another. Special stains including those for mucin 
(periodic-acid/Schiff stain and mucicarmine) as. well as 
silver impregnation methods and the gram technique 
are helpful. Culture and animal pathogenicity tests 
are essential confirmatory measures. 

Dr. F. Martat (Paris) described the properties of 
those aerobic actinomycetes causing mycetoma—namely, 
species of Nocardia (N. asteroides and N. brasiliensis) 
and streptomyces (S. madurea, 8. pelletieri, and 8S. 
somaliensis). Sulphonamide and sulphone drugs are 
inhibitory in vitro. 

Dr. H. I. Winner discussed experimental moniliasis 
in animals and concluded that two factors contribute 
to their death—a mechanical factor due to multiplication 
of large organisms in the tissues, and a specific toxic 
factor peculiar to Candida‘ albicans. Contrasting Crypto- 
coccus neoformans infections with those due to C. albicans, 
variations in virulence of yeast strains appear to play 
a large part in pathogenicity of the former. 

Miss CHARLOTTE CAMPBELL (Washington) described 
the serological tests used in the diagnosis of histoplas- 
mosis. The collodion-agglutination test, which employs 
collodion particles on to which histoplasmin is adsorbed, 
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is a valuable and sensitive one but should not be used 
to the exclusion of complement-fixation tests. In the 
latter, both yeast cells and histoplasmin should be used 
as antigens for the most successful screening of early 
infections. Positive results are recorded before histo- 
plasmin skin sensitivity develops and indicate when 
intensive mycological investigations designed to isolate 
the causal organism should be undertaken. 


Dermatology 


Prof. R. VANBREUSEGHEM (Antwerp) spoke on the 
pathogenesis of tinea infections. Though Microsporum 
gypseum alone has been found growing in the soil, it is 
likely" that other dermatophytes will also be isolated 
from this source once technical difficulties are overcome. 
In man and other animals with very few exceptions, 
the dermatophytes are restricted in their invasiveness 
to keratin structures of skin. In a study of children 
in Central Africa, prevalence of ringworm infection 
appeared to be related to protein deficiencies in the diet. 


Dr. C. D. CaLNAN gave a comprehensive report on the 
clinical manifestations of Trichophyton rubrum infections, 
which are increasing in prevalence in Europe. Suscepti- 
bility factors in the host may be important but can be 
over-stressed. The challenge in this disease is its resistance 
to treatment ; no one fungicide is more effective than 
another. 


Miss Mary ENGLIsH attributed the spread of T. rubrum 
infections from tropical countries to Europe and North 
America to population movements and communal 
living during and after two World wars. Family infections 
are common, women and children being as susceptible 
as men. Chronicity of disease is probably of paramount 
importance in the spread of this infection. 


Dr. J. G. Hotmes showed that, although previous 
exposure and working conditions were related to pre- 
valence of tinea pedis, the habitual use of communal 
baths was the most important factor. On occasions 
when a dermatophyte was isolated from thé floor of a 
bath-house, the fungus species corresponded to that 
occurring most commonly in men who were using it. 


Treatment of ringworm infections was summarised 
by Dr. Brian Russet and Dr. A. J. E. Bartow. The 
inability effectively to penetrate keratin with fungi- 
static agents is the obstacle in therapy. They concluded 
that there is unlikely to be any notable advance in 
treatment of intractable infections until more is known 
of the fundamental factors controlling parasitism. 


Medicine 


Dr. M. L. Furcotow (Kansas City) pointed to the 
similarity between pulmonary histoplasmosis and tuber- 
culosis. In one sanatorium in the United States active 
histoplasmosis was estimated as the cause of disease 
in 5-10% of patients. 


Dr. PHYLLIS Q. Epwarps (Washington) described 
histoplasmin skin-testing surveys in different geographic 
areas. Such surveys based on the percentage of subjects 
giving the traditional 5 mm, skin reactions have in the 
past shown that sensitivity to histoplasmin is prevalent 
in the Americas but is absent in Europe. Scattered 
surveys from Africa and Asia have shown that low- 
prevalence endemic areas for histoplasmosis may exist 
in these parts of the world. Dr. Edwards gave the 
evidence for her opinion that specific skin reactions to 
histoplasmin may be distinguished from non-specific 
ones by a knowledge of the percentage frequency dis- 
tributions of reaction size in the population of the 
geographic area under study. In histoplasmosis endemic 
areas, the traditional 5 mm. criterion for a positive skin 
reaction would underestimate the percentage of infected 
persons in the population. On the other hand, in an 
essentially negative population such a criterion would 


overestimate the percentage of subjects infected by 
Histoplasma capsulatum. Dr. Edwards believed that 
infection other than by this fungus (or by Coccidioides 
immitis) may be the cause of histoplasmin sensitivity 
in some geographic areas. 

Dr. K. F. W. Hryson discussed the clinico-pathological 
diagnosis of broncho-pulmonary aspergillosis. The 
disease has two main forms—the saprophytic form, in 
which extensive colonisation of damaged lung tissues or 
cavities occurs, and the allergic form, in which fungal 
bodies may be very scanty and hypersensitivity reactions 
predominant. 

Dr. G. SEGRETAIN (Paris) gave the results of his study 
of 15 cases of aspergillosis in all of which Aspergillus 
fumigatus was responsible. These fell into three groups— 
aspergillary bronchitis, bronchopulmonary aspergilloma, 
and diffuse aspergillosis. In the first group sporing heads 
of the fungus develop profusely on mycelium occurring 
on the bronchial surface, but in the second group these 
are deformed and scanty; in diffuse aspergillosis 
mycelial colonies occur without sporulation. 

Dr. C. J. FULLER summarised the clinical findings 
in the condition known as Farmer’s or Thresher’s lung, 
first described in England in 1931. Skin-sensitivity 
tests to fungal antigens had given inconclusive results. 
He described evidence suggesting that a peculiar cellular 
reaction occurs in lung tissues in this condition, presum- 
ably as a result of inhalation of dust and mould spores. 

Dr. K. Crrron contrasted his preliminary results from 
direct bronchial sensitivity tests using fungal antigens 
with those obtained by traditional skin tests. 

Dr. J. W. Pierce, in a review of the radiographic 
changes seen in pulmonary mycoses, stressed those 
features which should suggest fungal etiology. 

Dr. J. L. LivincstoneE sounded a note of caution on 
the réle of aspergilli as pathogens. A. fumigatus is 
probably a secondary invader in asthmatic patients, 
who may then develop the “allergic” type of 
aspergillosis. 

Therapeutics 

Dr. T. ANDERSON gave results of studies on the 
incidence of OC. albicans infection in patients before and 
after antibiotic therapy. About a third of patients 
gave a heavy growth of this yeast from their sputa on 
admission to hospital. This figure was about the same 
no matter what chest disease brought the patient to 
hospital. The pH of the saliva had little bearing on 
the recovery of O. albicans from throat-swabs or sputum. 
Sulphonamide therapy did not bring about any great 
change in incidence of O. albicans grown, but treatment 
with a tetracycline results in a twofold increase in the 
proportion of patients giving heavy growths of this 
organism from sputum and a much greater increase 
in the case of rectal swab cultures. Dr. Anderson did not 
consider that 0. albicans itself was responsible for the 
side-effects from administration of the broad-spectrum 
antibiotics. There had been no increase in incidence of 
infection. by this organism at his hospital over the past 
six years. 

Dr. N. S. PLoummer stated that in his experience no 
one antifungal agent had been effective in permanently 
removing A. fumigatus from infected lung tissues. 
Surgical measures were indicated where repeated 
hemoptyses occurred in patients with mycetomas. 
Specific treatment of the underlying clinical condition 
(e.g., bronchiectasis) was all-important in patients 
with secondary aspergillosis. : 

In contrast, discussing the treatment of pulmonary 
actinomycosis Mr. O. S. Tusss was able to report almost 
universal success from the use.of penicillin in large 
doses over long periods (6 mega units of crystalline 
penicillin daily for six weeks, followed by an outpatient 
course of 600,000 units daily for a further six weeks). 
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Dr. E. Drovuet (Paris) reviewed the many chemical 
substances and antibiotics with fungistatic or fungicidal 
properties in vitro against organisms pathogenic for 
man; few were effective in vivo. Some—for example, 
the aromatic diamidines—are effective when adminis- 
tered by the parenteral route in blastomycosis. Many 
antifungal antibiotics had been isolated, the most 
promising of which were the polyenes including 
nystatin and ‘ Amphotericin B.’ 

Dr. FuRCcOLow reported the results of clinical trials in 
38 cases of cryptococcal meningitis (torulosis) or pro- 
gressive histoplasmosis. These were disappointing in 
the case of many drugs including 2-hydroxystilbamidine, 
but patients treated with amphotericin B had shown 
dramatic improvement clinically and culturally. An 
intravenous preparation of this drug was at present 
under study and was moderately well accepted by the 
patient. 

Dr. G. T. Stewart reported considerable fungistatic 
but only occasional fungicidal activity at therapeutic 
levels in the case of polyene, diamidine, and oxyquino- 
line substances. The greatest activity was found in the 
hexaenic or heptaenic form of polyenes. These drugs 
appear to affect carbohydrate metabolism of fungi ; 
pentamidine and rimocidin behave differently, though 
their activity against some strains of fungi may be of 
similar order. 

Gynecology 


Prof. [AN DoNALD summarised the clinical features of 
vulvo-vaginal moniliasis. He stressed the importance 
of measures designed to reduce cross-infections with 
O. albicans in gynecological clinics, recommending fresh 
sterile gloves for each examination. Nystatin used 
locally had completely altered the prognosis in these 
infections ; he suggested a one-week course of treatment 
with pessaries containing 100,000 units. In 92% of 
cases complete relief is initially obtained, often within 
a few hours. 84% of a group of pregnant patients were 
cured according to assessment clinically and by culture. 

Dr. R. F. JENNISON reported a trial to compare 
gentian-violet and nystatin in the treatment of vaginal 
moniliasis. 91% of cures were obtained in 172 pregnant 
and non-pregnant women treated with nystatin, compared 
with 57% cures in 71 women treated with gentian- 
violet. Though most patients were cured by a two-week 
course of nystatin treatment (one pessary nightly), 
he believed that pregnant patients may require longer 
or repeated courses. The length of treatment also seemed 
to effect the relapse-rate. A trial with amphotericin B 
is now in progress. 

Dr. Sytvia Dawkins gave the results of an assess- 
ment of C. albicans infection in 250 women examined 
at 16, 28, and 36 weeks of pregnancy. The results con- 
firmed her previous conclusions from a study of 500 
persons attending family-planning clinics. The incidence 
of C. albicans in vaginal secretions was not significantly 
different at 16 weeks (12%) from that at 28 or 36 weeks 
(16%). Though the likelihood of obtaining a positive 
culture of 0. albicans remains at the same level through- 
out pregnancy, a change of status of individual patients 
occurs. Of 217 patients followed to 36 weeks, 8% were 
positive on all three occasions and 80% were negative 
on all occasions; the remaining 12% were positive on 
one or two occasions. Post-natal swabs showed a great 
reduction in incidence of C. albicans grown. 


Pediatrics 
Monilial napkin rash was described by Dr. J. P. 
BOUND as a common disease easily differentiated from 
simple excoriation of the buttocks and ammonia derma- 
titis. Seborrheic dermatitis may resemble mopiliasis, 


but desquamating white epithelium is not seen and there 
are typical lesions elsewhere. The incidence of previous 
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antibiotic therapy is not significantly greater in babies 
with this condition than in other babies born in hospital. 
Less than a third of cases have associated oral thrush. 


Dr. Martin Bopian and Dr. I. A. B. CATHIE gave com- 
prehensive reviews of the morbid anatomy and clinical 
pathology of moniliasis of infants and children. Debilitat- 
ing diseases such as leukemia and nephrotic syndrome 
were emphasised among factors predisposing to this 
secondary infection. 


Dr. J. Martin BEaRE reviewed childhood ringworm 
and its control. He recommended X-ray epilation as the 
routine treatment for Microsporum audouini infections 
of the scalp. Early epilation and careful search for 
source of infection and secondary cases will eliminate 
the causal fungus from the community. Trichophyton 
sulphureum infections are becoming commoner, but the 
source of outbreaks is often difficult to detect. X-ray 
epilation is only occasionally indicated. Microsporum 
canis, the common cause of dog and cat ringworm, also 
causes tinea capitis, but it is seldom necessary to keep 
the child off school and X-ray epilation is not justifiable. 
Most important is the removal of the infected dog or 
cat from the community. It is difficult to see how 
T. discoides infections can ever be eliminated in view of 
their frequency in cattle. 


Mucormycosis 


In one of the discussion sessions, Prof. RoGER BAKER 
(Durham, North Carolina) referred to mfucormycosis 
caused by the ubiquitous laboratory contaminants, 
Rhizopus and Mucor species. He predicted that the 
disease would be found more often in the future following 
the use of antibiotics and corticosteroids. It has also 
occurred complicating diabetes and leukemia. 


The full proceedings will be published later. 


CLINICAL PATHOLOGY 


The first international ‘‘ workshop ” in clinical path- 
ology was held in London on July 9 at the Royal Army 
Medical College, Millbank. This was the first extension 
to Europe of the workshop idea, which originated with 
the American Association of Clinical Pathologists. 


The director, F. WiLL1AM SUNDERMAN, introduced the 
workshop himself, and was ably assisted by VERNON E. 
Martens (U.S. Navy) and ArTHUR JORDAN (Sheffield). 
In the preparation of the workshop the surgeon-general 
of the U.S. Navy (Rear-Admiral B. W. HoGan) gave 
facilities similar to those provided in the U.S.A., and 
made available the Navy Department personnel who had 
assisted in previous workshops. The codperation of the 
Director-general, Army Medical Services, assured the 
workshop of excellent laboratory facilities at Millbank. 
Dr. M. Lusran acted as assistant director, and a 
number of prominent clinical pathologists from England 
and the U.S.A. took part as demonstrators. 


The subject was Clinical Hemoglobinometry, and 62 
clinical pathologists participated, ranging in seniority 
from registrar to consultant. They were taken through 
all the stages of hemoglobinometry, from the calibration 
of pipettes to spectroscopy. There is no doubt that they 
had an excellent survey of present-day practice; and, 
though British pathologists may have thought that some 
aspects were oversimplified, the objects of the exercise 
—to demonstrate the method of the workshop—was fully 
achieved. The pattern was laid down for future work- 
shops in this country. 

The British Association of Clinieal Pathologists owes 
a great debt to Dr. Sunderman and all his collaborators 
for their intensive preparatory work and their actual 


efforts on the day. 
A. G. 8. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


IN cosmopolitan London the endless procession of 
children passing through my consulting-room day after 
day is as varied as the contents of a packet of liquorice- 
all-sorts. 


When I see a name such as Panayiotidis or Papadopoulos, 
I steel myself for a noisy half-hour. These children are rarely 
coéperative and generally set up a paranoid howl long before 
anyone has laid a hand upon them. Since the parents not only 
fail to speak English but often do not understand it either, 
diagnosis is virtually impossible. Fortunately their complaints 
are almost always confined to the production of a copious dis- 
charge from the various orifices, and their vociferous con- 
demnation of our well-meant efforts to help does at least lend 
itself to an exceptionally fine view of the upper respiratory 
tract. 

The Murphys, O’Rileys, and O’Flanagans are a very differ- 
ent proposition, though they, too, suffer predominantly from 
upper-respiratory sepsis. Suffer is hardly the right word for it, 
for the effect of illness on these little toughs is about as great 
as water on a duck’s back. With cheeky faces and mops of 
unruly hair, they face the advances of modern medicine with 
cheerful grins, and their behaviour would be exemplary were it 
not for their pugnacious habit of terrorising the other children 
in the waiting-room. And yet, behaviour problems as such are 
rare in Irish children, which never ceases to astonish me, for 
their upbringing is the antithesis of everything the psycho- 
logists tell us. At home, hardly a day passes without a beating 
for some high-spirited misdeed, and their mothers never think 
twice about packing the lot of them off to granny in Dublin. 

Equally fearless are the Zaborskis and Czajkowskis, perhaps 
because their country has been rent by war for centuries. 
These Polish children probably possess the most endearing 
qualities of all. Clean, attractive, well-mannered, and intel- 
ligent—even at the age of 2 years most of them are bilingual 
—their serious faces and shy dispositions demand great tact. 
Yet, from the first, they show a touching faith in one which 
grows with acquaintance ; tears are bravely fought back and 
coéperation is assured from the start, which is just as well 
because their symptoms invariably have an organic basis. 

When I see names such as Levy or Cohen on thé front of the 
notes, my spirits sink, for I know I shall spend hours grappling 
with problems as insoluble as a Gordian knot. Sadly, silently, 
these dark-eyed children sit, while unsmiling parents recite 
endless lists of bitter complaints against them. Intelligence, 
obedience, vocation, musical aptitude, and all their other fine 
qualities count for nothing with these unhappy people who 
cannot bring themselves to say a good word about their own 
children. They either eat too little or too much, have insomnia 
or nightmares, get migraine or abdominal pain, bite their nails 
or wet their beds—the list is endless. Troubles begin with the 
day-old baby and continue throughout life ; alleviation of one 
symptom leads only to the appearance of another. Why, I 
have often asked myself? Is it perhaps that this problem 
stems back over 2000 years? Is it not written in the Old 
Testament ‘‘The fathers have eaten sour grapes, and the 
children’s teeth are set on edge ”’ ? 

* * 





* 


Science marches on, but (unless I have missed some- 
thing) there is no authentic cure for a cobra bite. This 
deficiency allows full rein to indigenous and even magical 
treatments. These must of course be rapid, which pre- 
cludes extensive travel from the countryside to a town. 
In one large country of Asia, a most efficient organisation 
has been set up, at government expense, around a certain 
retired village stationmaster who is gifted with super- 
natural powers. The person who has been bitten, or a 
friend, sends a telegram (free) to a special telegram 
station, announcing the accident. Thereupon the station- 
master will treat a piece of clotl with the correct vegetable 
and other materials, affix it to a certain tree, and perform 
a ceremony. Provided that the patient is alive when the 
telegram is received, he will be cured. There is no 
earthly communication between stationmaster and 
patient and no follow-up. A cobra bite is by no means 
always fatal if untreated, but this exercise in vicarious 
therapeutics is clearly giving satisfaction, for the special 
telegraphic service is growing in volume and the station- 


master’s fame is widespread. 
* + *~ 


I will not have it said that the general practitioner 
and the local authority do not codperate in ony. 

Mrs. Blank, trading on her past miscarriages, sought 
to move the housing committee to move me to move the 
committee to provide her with a new house instead of 
the room she had with her in-laws. The certificate was 
written, and sent off to the guildhall’s housing officer 
with this note : 

“Thank you very much for your telephone message which 
clarified the situation, and showed how poor was my patient’s 
memory, or rich her imagination. However, I like Mrs. Blank : 
she has had much misfortune and, I am sure, deserves help 
on social, humane and medical grounds. Yet it is difficult to 
find a certificate which can be strong enough to do the trick, 
and still be entirely accurate. 

I hope that the enclosed (my Model-t certificate) will meet 
thé need. Of course, just to prove that susstificates have the 
same attributes as statistics, I could as easily offer my 
Model-11 certificate: ‘Mrs. Blank has had a series of mis- 
carriages and indeed much medical attention and nursing. As 
she is unfortunately liable to similar incidents in the near 
future, it is advisable for her to remain in her present home 
full of her friends and relations, so that adequate nursing and 
domestic assistance will be immediately and sustainedly 
available to her should the occasion arise.” My Model-r1 
certificate is even more polysyllabic and succeeds in saying 
nothing at all very impressively. But I will keep that for 
another case.”’ 

There was a silence at the guildhall. Had I offended ? 
The housing officer’s reply came last night. It read : 

“‘ The Medical Fraternity, adealing with Maternity, 
Do thus provide Susstificates, 

(Which may become Musstificates). 
Their equilibrium and urbanity, 

(So scarce in this humanity), 

Are condiments to heighten taste. 
Therefore in ‘ premeditated ’ haste 

The Local Government Official, 
Preoccupied but non-prejudicial, 
Expresses gratitude, well-meant. 

Perusal of your document presages more. 
We wait with unaccustomed awe 
Certificate 111 and mayhap Iv.” 


We have nice people in this area : 
her house. 


Mrs. Blank has got 


* * * 


We all know that Sherlock Holmes could identify 
from cigarette ash the kind of tobacco smoked by the 
criminal. Are we catching up with him ? Is it in connec- 
tion with a practical course in detection for recruits to 
the C.I.D.—an attempt to emulate the Master—that 
Scotland Yard is now growing, on the Victoria Embank- 
ment, its own tobacco ? 

* * 

On the principle that every little helps, the following 
suggestion is offered to those hard-pressed executives in the 
great shipping offices and mental hospitals of Britain who 
are overwhelmed by the current surfeit of chamber pots. 

It is based on the musical note which is emitted when 
the vessel is struck, a phenomenon which is familiar not 
only to doctors but also to music-lovers. Thus during 
an end-of-term cabaret at Bill’s school the president of 
the music society announced that the next item would 
be a performance by the school’s chamber orchestra. 
A bench was then carried in bearing an assortment of 
chamber-pots which had been tuned to concert-pitch by 
judicious addition of water and the orchestra proceeded 
to give a spirited interpretation of Three Blind Mice in 
canon. Although some members of the audience averred 
that one of the tenor instruments should be inspected 
for cracks, this was an impressive performance in which 
the intricate pattern of the well-rehearsed counterpoint 
was nowhere allowed to obscure the simple bell-like 
, of the melody. On the other hand in attempting 

rére Jacques as an unrehearsed encore the orchestra 


showed more courage than judgment. Next term we 


are promised the Water Music. With a little encourage- 
ment this sort of thing might well mark the beginning 
of a widespread cultural renaissance. 

A better idea for the disposal of the 1000 chamber pots 
(if just one more can be found). would surely be to present 
them to Scheherazade. 
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Letters to the Editor 


CONSULTANT AND SPECIALIST 


Str,—The letter by Mr. Holmes Sellors and Professor 
Strachan (July 13) may ‘‘ find an echo in the heart ” of 
8.H.M.O. (July 20), but might equally strike dismay in 
the heart of a senior registrar. 

Your leader was at least a constructive attempt to 
solve the senior-registrar problem, but their letter after 
six weeks’ silence is completely negative except in 
resisting the proposals made. Have they nothing more 
helpful to say at this time? What have the medical- 
staffing subcommittee been doing this past two years ? 

There are, of course, two aspects of the problem—the 
clear need for more consultants, and the large number of 
senior registrars in excess of the possible consultant 
appointments—something like 60 to 70 in general surgery. 
Do the members of the staffing subcommittee never sit 
on a selection committee and feel the heartbreak of 
having to reject so many first-class men? Any just 
means by which the possible wastage of these men could 
be avoided, and the insecurity of their future removed, 
must demand serious consideration. 

In my view it could be done simply by replacing the 
senior registrars in the non-teaching hospitals forthwith 
by assistant consultants. In surgery, for example, a 
senior registrar in such a hospital by his second or third 
year is usually doing work comparable in skill and 
responsibility to that of a consultant. How much 
happier would he be if he were an assistant surgeon, 
doing exactly the same work, but with the knowledge that 
he would automatically be promoted to full consultant 
status on the retirement of the senior surgeon, as was the 
custom before the war. All the posts would presumably 
be advertised and there would be considerable redistribu- 
tion, but the so-called ‘‘ surplus” registrars would be 
mainly absorbed ; and the balance of supply and demand 
at once restored to normal. 

There need be no question of cheap labour—an 
assistant consultant could be paid the same salary as a 
newly appointed consultant is paid now; and the 
additional cost to the Ministry of some 400 such appoint- 
ments would be less than £200,000 a year. 

Mr. Holmes Sellors and Professor Strachan may well 
have valid reasons for disapproving of these suggestions, 
as well as of yours, but if so can they not do more and 
tell us what better proposals they would make them- 
selves? I would strongly support the views of Dr. 
Joules (June 29) and Dr. Jewesbury (July 13) that a 
committee be formed which would put action before 
resistance and defeatism. 

Coventry. T. H. Berri. 


BLOOD-COUNTING BY MACHINE 


Str,—I regret that I must formally dissent from some 
parts of your annotation last week. I have yet to find 
the patient in whom a red-cell count helped with the 
diagnosis, and I have seen many cases in which it deceived 
the clinician. To take your example of the patient with 
a hemoglobin of 70%, the man with a red-cell count of 
2-5 million may have either pernicious anzmia, auto- 
immune hemolytic anemia, leuco-erythroblastosis, or 
possibly aplastic anemia; a count of 70 million, if 
correct, will certainly show iron-deficiency, even if the 
patient is polycythemic, and a count of 5-0 million 
might suggest iron-deficiency, Mediterranean anzmia, 
sickle-cell state, or even a simple chronic anemia due to 
infection. Rather more than a broad hint on these 


differential diagnoses would be obtained by examining a 
well-stained film. 

There are some conditions which are actually concealed 
by reliance on a red-cell count. Dr. N. A. Marston and 
Dr. N. Gower in this laboratory have agreed that the 
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megaloblastic anzemia of pregnancy is often missed unless 
a film of peripheral blood is searched carefully for the 
suggestive few per cent of large cells, which are usually 
too few to affect the colour index—and in any case, there 
is usually a coincident iron-deficiency to produce a 
low colour index. If the large cells are recognised, 
marrow puncture completes the diagnosis, even on an 
outpatient. 

Further, I find that minor degrees of iron-deficiency in 
subjects whose hemoglobin exceeds 75% or 11 g. are 
more easily identified by variations in the staining of 
red cells (anisochromia) than by changes in the colour 
index or even in the mean corpuscular hemoglobin 
concentration. These minor deficiencies seem to corres- 
pond to the ‘‘ masked sideropenia” of Continental 
writers, and are clinically significant because the patient 
feels better when the deficiency is abolished ; but unless 
you are going to do routine serum-iron determinations, 
you can recognise these sideropenic patients only from a 
stained film. 

Finally, there is the economic factor. In my hospital 
about 50,000 new patients are seen each year and on 
clinical examination about a tenth need a hemoglobin 
estimation. If we count 500 cells on each of these, it 
will require about 22 weeks of technicians’ time. When 
this has been done, about 250 will have cell counts 
differing by over 15% from the true value—quite enough 
to misclassify them. By examining a stained film, a 
properly trained technician in a tenth of this time can 
eliminate the 50% or so of normal films and’can usually 
identify the commoner deviations from normality such 
as iron-deficiency, megaloblastosis, or leuco-erythroblast- 
osis, to say nothing of the occasional oddity which would 
otherwise be missed—and refer them to the pathologist 
for further study. In my hospital, the abolition of the 
routine red-cell count has led, not to the impairment of 
our diagnostic abilities, but to improvement thereof. 
I believe that others have had the same experience. 

The economic aspect of mass clinical pathology has 
not yet received the attention it deserves. I suspect 
that a lot of our work is unjustifiable economically or as 
a help to the patient, and it is high time that a critical 
glance was cast over it. 


Central Middlesex Hospital, 
London, N.W.10. 


GEORGE DISCOMBE. 

Sir,—It may interest your readers to know that the 
blood-counting machine which dispenses with the 
counting-chamber, and to which you referred last week, 
counts the cells in 0-2 c.mm. and not 0-2 ml. as you 
stated. 

The importance of this is that the red-cell suspension 
may be more concentrated (1 : 200) and therefore less 
bulky than those used in other types. I know of no 
machine which will distinguish white cells from red cells 
in the presence of both, but it is only in leukemias when 
the white count is over 100,000 per c.mm. that the total 
cell count will be greatly different from the red-cell 
count. This is not in my opinion a serious disability. 

Bland-Sutton Institute of 


meee * Middlesex Hospital, 
ondon, W.1. 


P. J. CRosLanD-TAYLOR. 
A RAPID METHOD OF ESTIMATING 
BLOOD-GLUCOSE RANGES 


Sir,—We were interested to read Dr. Kohn’s article 
(July 20), as this department has also used methods 
relating glucose concentration to degree of colour change 
and time of reading with ‘ Clinistix.’ This has been 
done with glucose solution of known strength, and with 
blood, serum, tears, and cerebrospinal fluid—all but the 
last from diabetic subjects. 

In-vitro tests showed that glucose could be detected 
in a concentration as low as 10 mg. per 100 ml. Compar- 
able colour changes were seen with blood at 50 mg. per 
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100 ml. (the lowent sadien encounteneli, pou at 20 mg. 
per 100 ml., and c.s.F. at 10 mg. per 100 ml., of total 
reducing substances, using the method of King and 
Garner. The colour changes varied from pale green at 
these low concentrations to deep blue at 400 mg. per 
190 ml. and above. A normal c.s.F. (60-80 mg.) will go 
blue in less than 30 seconds. It might be possible to 
produce an approximate colour range for other body 
fluids such as C.s.F. by adjusting the time of reading. 
Tears in non-diabetics! 1957 do not produce any reaction 
other than an occasional pale green after several 
minutes. 

The apparent differences between the sensitivity of 
c.s.F. and tears might be explained by the variation in 
their content of non-glucose reducing-substances. C.S.F. 
is believed to be practically all glucose *; tears probably 
contain vitamin C and glutathione.’ 4 


Diabetic Department, 
The Royal Free ae, 
London, N.W.3 





J. G. Lewis 
P. J. STEPHENS. 


WOMEN IN PRISON ON ‘* ATTEMPTED SUICIDE ” 
CHARGES 


Sir,—Dr. Epps deserves gratitude for throwing light, 
in her article last week, on a problem which is causing a 
great deal of concern to doctors, particularly to psychia- 
trists. From my studies of attempted suicide § in patients 
admitted to various types of hospitals over the past 7 
years, I can confirm her impression that the existing law 
has no deterrent effect ; there was no difference in the 
tendency to repetition of the attempt between those 
cases in which the police had intervened and those in 
which they had not. The existing law, however humanely 
applied, has unfortunate repercussions even if no charge 
is made. While the police usually refrain from taking 
any proceedings if the patient is admitted to a mental 
hospital or observation ward, patients taken to general 
hospitals are frequently treated as prisoners—i.e., they 
either remain under police guard in the ward or have to 
be interviewed by a police officer before the. charge is 
dropped. These procedures often cause much distress 
and make the work of the psychiatrist more difficult. 

In an address to the Howard League * I dealt with the 
capricious way in which the law is implemented or 
evaded and I referred to its various undesirable effects. 

Dr. Epps’s observations do not bear out the con- 
tention of the Lord Chief Justice’? that nowadays 
prosecutions for attempted suicide were very rare. He 
expressed this view when setting aside a two years’ 
prison sentence for attempted suicide in the Court of 
Criminal Appeal. He made no secret of his opinion that 
the law was obsolete and that prosecution was justified 
only for the protection of the defendant against himself. 

I should like to correct a minor error in Dr. Epps’s 
admirable article.. In quoting.from» my paper she 
referred to the estimate of suicidal attempts being at 
least 6-7 times as frequent as suicides. This estimate 
was not made by the statistical branch of the Metro- 
politan Police but by the author of an article published 
in the Statistical Bulletin of the Metropolitan Insurance 
Company of New York * and based on observations made 
at Detroit and Los Angeles. For reasons which are not 
quite clear the number of suicidal attempts registered by 
the police in London and elsewhere is not as a rule much 
in excess of the number of registered suicides. 

Department of Psychiatry, 

University of Sheffield. 
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SECOND THOUGHTS ON ANTICOAGULANT 
TREATMENT FOR CORONARY DISEASE 


Sir,—I was much interested in Honey and Truelove’s 
articles} and in your leading article.? Both statistical 
methods used by Honey and Truelove lead to the con- 
clusion that the observed fatality-rate in period 
is a little lower than the ‘‘ expected” rate, but the 
difference is relatively small and they conclude that 
anticoagulant treatment has only had a smal) beneficial 
effect. 

The validity of this conclusion depends on the correct- 
ness of the grouping into good-risk cases and bad-risk 
cases, which (as the grouping is made in retrospect) 
depends on the completeness of all records used. This 
is almost bound to cause serious difficulties. 

Unless it is decided beforehand that in all of the 
relevant records the presence or absence of all pertinent 
symptoms and signs must be expressly stated, some 
records will lack this information, including signs 
determining the criteria. 


That such information was lacking in many records is 
evident from their figures concerning cardiomegaly. ‘A 
gross cardiac enlargement ’’ is not defined but the size of 
the heart was given in 289 (62%) of the 468 records (excluding 
“early deaths’’). Honey and Truelove take the 62% as 
being “‘ reasonably representative.’’ This cannot be considered 
warranted. The fact that the heart-size had not been given 
in many cases renders the calculations in table xvz unreliable, 
and hence one of the “ criteria ’’ becomes very doubtful. 

Another criterion is ‘‘ previous history of cardiac asthma.”’ 
When “late deaths’’ are considered it is found that this 
symptom was present in 26 and absent in 442 cases. More- 
over, the percentage of deaths in patients presenting the 
symptom was only 38-5 against 24-9 in those not presenting it ; 
it is not safe, with the small numbers involved, to consider 
this difference significant, and if it is not definitely recorded 
in all 442 cases that cardiac asthma had been absent, it is 
not safe to conclude that it had not been present. 

The recognition of arrhythmias, and particularly the more 
serious conduction disturbances (e.g., bundle-branch block, 
ventricular tachycardia, and atrioventricular block), depends 
largely on the frequency with which electrocardiographic 
(E.c.G.) recordings are taken; this is not given. If more 
E.C.G. recordings were made in period 111 than in period 1 
one: might well be), more conduction-disturbances may have 

been missed in the early years than in later years. Some 
arrhythmias and conduction disturbances may well have been 
missed, for their incidence was 17%, whereas in. 200 consecutive 
cases in my department (in which at least daily £.c.c. records 
were made during the first 10 days) their incidence was 
43-5%. 27 patients had bundle-branch block or ventricular 
tachycardia, whjch Honey and Truelove consider unusual. 
The fatality-rates in the Oxford material and in mine* 
do not differ to any important degree. 

I want to point out that some conduction disturbances 
may have been missed, and perhaps most in the earlier period. 
If this is so, it may affect the proportions of good-risk and 
bad-risk cases-in-a way’ which is’ difficult to estimate. Thus 
I believe that at least two of Honey and Truelove’s criteria 
in the late-death group are not reliable for the reasons set 
forth above. This must cast serious doubt on the validity of 
their inferences concerning the value of anticoagulant treat- 
ment, though I realise the importance of their great and pains- 
taking work in other respects. 


You say that Honey and Truelove criticise, among 
others, Irving S. Wright for having shown ‘“‘ the tendency 
to allot relatively poor risk patients to the ‘ control’ 
untreated groups,” which has the effect of ‘‘ exaggerating 
good results.” * But Honey and Truelove say nothing 
to that effect ; they do say that Wright and his associates, 
by the big surplus of treated cases, must have let bias 
enter into the allocation of the treatment. Wright et al. 
do not deny this, but after careful scrutiny found it 
to be of little ‘significance. 


q. Mew. @ E., Truelove, S. C. Laue 1957, i, 1156, “1209. 

2. Ibid, p. 1339. 

3. Holten, C. Acta med. anne 1956, .% 14. 

4. Wright, I. S., Marple, C , Bede,, . F. 
New York, 1954. 
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Another misunderstanding is your implication that 
the patients were “‘ classified as bad risks or good risks 
according to the criteria of Russek and Zohman.” 5 
Honey and Truelove do not use Russek and Zohman’s 
criteria. The important differences are that Honey and 
Truelove include a history of cardiac asthma, but not 
previous myocardial infarction, ‘‘ intractable pain,” 
or gallop rhythm. These differences in criteria do not 
probably account for the difference in the proportions 
of good-risk cases in their materials (60% for Russek 
and Zohman and 28% for Honey and Truelove). Russek 
and Zohman have an ‘amazingly high proportion of good- 
risk cases and a very low fatality-rate, and Wright * 
seems justified in assuming that some of their cases would 
have been considered doubtful had stricter criteria of 
diagnosis been used. 

The practitioner’s decision in the individual case should 
not be too much influenced by Honey and Truelove’s 
arguments about the relatively small value of anti- 
coagulants in myocardial infarction. The risk of trans- 
port in severe cases should be weighed against the 
possibility of treatment with noradrenaline, which may 
be life-saving, and is hardly practicable at home. In 
the earliest stage of myocardial infarction nobody can 
tell whether the illness will be mild or severe. 


Aarhus, Denmark. C. HOLTEN. 


THE UNEXAMINED PATIENT 


Srmr,—Can it not be established that, before a doctor 
refers a case to hospital, he must examine the patient ? 
I have this afternoon seen three cases in which the 
patient said that she had never been examined by her 
doctor, and this is by no means unusual. One letter 
said ‘‘ ? lumbar pain.” 

It is dispiriting to see so many people sent to hospital 
not for advice but apparently to get them out of the 
surgery with as little work as possible ; and in this area 
general practitioners have the advantage of full X-ray 
facilities if he cares to use them. Is it surprising that 
public opinion of the doctor is not always as what we 
should wish ? 

I write in hope that Dr. Query Lumbar Pain will note 
this protest. But, alas, perhaps he does not read 
The Lancet. 

SURGEON. 
TREATMENT OF MIGRAINE 


Str,—This has lately been discussed in letters by 
Dr. Spence (June 29) and Dr. Ellis (July 27). 

How to enable the patient who has persistent vomiting 
early in migraine attacks to keep in the stomach any- 
thing administered orally is always a problem. The 
suppositorial method of therapy is useful ; but absorption 
is not rapid and the results in aborting the headache 
vary considerably. 

In certaingcases it is possible to prevent the onset of 
migraine by the continued use of ‘Stemetil’ and 
‘Cafergot’; I know one patient whose life is made 
reasonably tolerable by nightly medication per rectum 
with the latter compound. Unfortunately, even were it 
desirable, the continued use of any of the ergotamine 
compounds does nothing to make the patient feel generally 
well, and although stemetil may reduce the frequency 
of the attacks considerably it is not a universal panacea. 
Many patients whom I have treated with it have either 
been unaffected or their headaches made worse, although 
I am glad to say that some have benefited. The same 
applies, to a lesser extent, to ‘ Serpasil.’ Two patients 
were dramatically and completely relieved of their 
migraine by its use even though the blood-pressure, in 
one case, was perfectly normal. I have always felt that 
this approach to the migraine problem is not basically 
sound and is rather a confession of therapeutic failure. 


5. Russek, H. I., Zohman, >. ca J. Amer. med, Ass. 1957, 163, 922. 
6. Wright, 


I. 8S. Ibid, p. 918 
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Periodic headache is a definite organic complaint, and 
it is surely better to try and eliminate the possibility 
of the migraine ever commencing. That this is a possi- 
bility was indicated by me in your columns fifteen years 
ago!; since that time more elaborate therapeutic 
methods? have made even severe cases respond to 
preventive treatment. I am not alone in believing that 
this is the best approach, and the results have been 
confirmed by at least two other workers.* 4 
Migraine Clinic, 
Putney Health Centre, 


London, 8.W.15. Nevit LEYTON. 


THE NEWBORN INFANT’S OXYGEN-SUPPLY 


Sir,—I apologise to Dr. Bonham Carter for misquoting 
him, which was due to a misinterpretation. In his 
survey article (June 22) the emphasis on pulmonary 
capillary erection is very great, and it is implied that a 
lack of it contributes to the wxtiology of the pulmonary 
syndrome of the newborn. Hence the force of my argu- 
ment remains unaltered. However, I was sorry to find 
that Dr. Bonham Carter and his colleagues (July 27) 
had now misrepresented my own words, and I could not 
let this pass without comment. 

It was not suggested that all the clinical and pathological 
features of the pulmonary syndrome occurred in the presence 
of pulmonary hypertension. As they will see from my letter 
(July 13), I was careful to state that they appeared after the 
lungs had been aerated and the peripheral resistance had 
fallen (leading to a sharp reduction in pulmgnary artery 
pressure). Thus my concept of Taussig’s sign does not differ 
from theirs. It was suggested that the pre-existent hyper- 
tension associated with an increased cardiac output would 
lead to abnormally large pulmonary blood-flow as soon as the 
lowered peripheral resistance in the lungs permitted it, and, 
incidentally, allowed an aorto-pulmonary shunt through the 
patent ductus arteriosus to increase the flow still further. 
This excess blood-flow may give trouble to capillaries that 
are immature and suffering the effects of anoxia. 


Dr. Bonham Carter, Dr. Gunther, and Dr. Smellie 
(July 27) point out that Taussig’s sign with large intra- 
cardiac shunts is associated with large lungs and flat 
diaphragms, and then make the surprising statement that 
they do not see this in the pulmonary syndrome of the 
newborn. Yet his colleagues at University College Hos- 
pital,> who gave.the syndrome this name, described the 
post-mortem appearances thus : 

“The lungs were voluminous and usually dark purple in 
colour, depending on the degree of congestion.”’ 


And Edith Potter * writes : 


“The lungs have a striking appearance. They are the size 
of well-expanded lungs but have the consistency of liver. . .”’ 


I also beg to remind them that the atelectasis in these 
babies is of the resorption type ; that once respiration is 
established some of the babies breathe normally for 
an hour or more; and that among the cases reviewed 
by Bound, Butler, and Spector > were two who bad 
congestion and pulmonary edema as the only demon- 
strable lesions. These findings seem to be incompatible 
with Bonham Carter’s theoretical explanation of the 
pulmonary syndrome which culminates with the state- 
ment: ‘‘ so his alveoli are never properly expanded.” 

I, too, was delighted to hear from Mr. Mahaffey and 
Mr. Rossdale (July 13) that their foals were joining 
Dr. Dawes’s lambs in protesting against too precipitate 
severance of the mammalian umbilical cord—albeit 
with a bark and not a neigh. 


Llandaff, Cardiff. R. J. K. Brown. 


1. Leyton, N. Lancet, 1942, i, 488. 

2. Leyton, N. Migraine and ‘Periodic Headache. London, 1953. 

3. Ross, R. F. N.S. med. Bull. December, 1950. 

4. Sweetnam, M. T. Practitioner, April, 1956, is 431. 

5. Bound, J. e Butler, N. R., Spector, W. . med. J. 1956, ii, 
1191, 2 

6. Potter, E. L. * Pathology of the Foetus and the Newborn. Chicago, 
1952; p. 249. 
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HYPERTONIA 


Sir,—Twenty-eight years ago you generously printed 
an article! by an undistinguished young man advocating 
the recognition of clinical physiology as a subject to be 
pursued and taught in universities and medical schools. 

The advocacy was based on nothing more solid than 
youthful reflections on such conditions as movable 
kidney, retroverted uterus, gastroptosis and visceroptosis, 
hyperchlorhydria and hypochlorhydria, albuminuria, and 
cervical rib, which almost within his short medical life- 
time had been greeted, treated, and taught upon as 
morbid entities with symptoms of their own and then had 
shrunk to abnormalities, often quite innocent, symptom- 
less, and requiring no treatment. His argument was that, 
if clinical physiology were diligently and systematically 
pursued and taught, these deplorable and humiliating 
inflations and deflations would less often occur. But 
despite a kind supporting leader the article produced 
no flicker of response. 

Arterial hypertension and hypotension appeared in 
the young man’s list ; and now, in your issue of July 13, 
you print an authoritative paper advocating the recogni- 
tion of hypertonia or uneventful high blood-pressure as 
distinct from hypertension. 

I hope sincerely that Dr. Evans’s proposition, with its 
solid basis of recorded observation, will find general 
acceptance ; but ought it not to have been made long 
ago? What must be the sum of health and happiness 
lost in the past fifty years through an alleged disease 
called “‘ high blood-pressure ’’ devoid of symptoms and 
having as sole sign a sphygmomanometer reading above 
the reputed norm? Many of the victims would have 
been confidently well had they not tried to insure their 
lives or to join the Armed Forces. After rejection they 
were never well again. Every practitioner has seen them. 

If 1929 was too soon to advocate the recognition, 
pursuit, and teaching of clinical physiology, is 1957 too 
late ? 

London, N.W.3. 


TREATMENT OF HIRSCHSPRUNG’S DISEASE 


Sir,—In his letter (July 20) Mr. O’Donnell has rather 
lost sight of my original comments and questions arising 
from Mr. Wyllie’s reported series of cases.2 This series is 
large and therefore authoritative. 

In my letter I acknowledged that the Swenson operation is 
** now well established ’’; but Mr. O’Donnell has not helped 
Mr. Wyllie to explain why the results of this operation are 
‘** not as good as one would hope for on theoretical grounds.”’ 

The next paragraph of my letter commenced: ‘“ Therefore 
I feel some mention should be made of State,’’ &c., which has 
certainly stimulated the interest in this subject which it failed 
to do at a proctology meeting of the Royal Society of Medicine 
in April when it was hoped this discussion would arise. 


Mr. O’Donnell seems quite convinced that a Swenson 
operation does not produce impotence, but may I draw 
his attention to the 21st Congress of the International 
College of Surgeons at which it was reported that sexual 
impotence occasionally occurred after operation for 
‘‘ dyskinesia’ of megacolon. by this approach. Mr. 
Wyllie could very profitably have discussed this subject 
in his review. 

Mr. O’Donnell’s ‘‘ casual generalisations ” on operative 
techniques are coutradictory. We all know that dis- 
section is meticulously close to the rectum in the Swenson 
operation as in any operation for rectal congenital 
abnormality in which attempts are made to preserve 
pelvic innervation; and in the words of Mr. Wyllie 
‘* This dissection is time-consuming, for there is no ready 
plane of cleavage.” Yet Mr. O’Donnell bewails the 
absence of ‘‘ planes” in any revision operation as a 
cause of greater liability of endangering these nerves. 


LinpsEY W. BATTEN. 


1. Lanes, 1929, i, 1237. 
2. Wyllie, G. G. Ibid, 1957, i, 847, 850. 


Swenson, State, and Telford have all reported successes 
with different techniques. Perhaps the children’s 
hospitals get the early severe case, the rectal hospital the 
case in which the patient has survived to adult life—and 
doubtless a left hemicolectomy at a special hospital is 
what its name implies and not a ‘‘ segmental left colon 
resection.”” Mr. O’Donnell is prepared to condemn 
State’s operation out of hand as an unsuccessful pro- 
cedure, but I look forward to reading a follow-up note 
of the series of cases treated by this method. 


Gord Hos pall, 
Londen, Sw. C. I. CooLine. 


SEDATION WITHOUT SIDE-EFFECTS 


Str,—Dr. Duncan Shiers says in his letter last week 
that psychotherapy has nothing simple to offer, referring 
to ‘‘ minor psychoneuroses and tension states.’’ This is 
quite wrong, of course. For most psychotherapy is 
quite simple and quite effective. Most medical procedures 
are so in fact, helped by the vis medicatria nature. 

In tension and anxiety states of adults and children 
certain autohypnotic exercises, learned, without sug- 
gestions, from the doctor, are eminently easy and 
effective and singularly safe.1* They are widely known 
to Continental physicians. 


Derbyshire Children’s Hospital, 
re uty Derby. vse D. J. SALFIELD. 


ATRIAL SEPTAL DEFECT 


Str,—I have read with interest and admiration the 
article by Dr. Evan Bedford and his colleagues in your 
issué of June 22. 

They have demonstrated that the atrial septal defect 
of the ostium-secundum type can be sutured under 
direct vision with little danger to the patient, and their 
method of selection of cases compares closely to that 
which we suggested 18 months ago.® 

There can be no argument against the view that they 
express and which we have always strongly advocated, 
that closure of the defect should be undertaken as early 
in life as convenient to prevent the secondary cardiac 
and pulmonary vascular changes. With the discovery 
of these cases at routine school medical examination, 
this means that most children with ostium-secundum 
defects are asymptomatic. The cardiologist and surgeon 
must then have great confidence in the safety of the 
method of closure to be able to recommend treatment 
at this stage. . 

Whilst the suture of the defect under direct vision is 
more desirable in principle than suture by a tactile 
method, until a completely safe method of opening the 
heart for some considerable period of time is developed, 
it would appear doubtful whether the present expedients 
utilised to enable the heart to be opened for 8-10 minutes 
only, represent any advance over the closed method. 
With the closed method, the finger can be kept in the 
atrium for 60 minutes or longer and this enables the 
more complex defects and particularly those associated 
with abnormal insertion of pulmonary veins to be sutured 
at leisure. Furthermore, the efficacy of the suturing 
can be fully checked under the dynamic state of an 
unobstructed circulation and further sutures inserted if 
necessary. The valve of the inferior vena cava presents 
no difficulty, as the relation of the caval lumen to the 
defect is checked continuously during the suturing. 

The method that we advocate for closure is a direct 
suture of the defect by multiple interrupted sutures 
including a small amount of the atrial wall to act as a 
patch over the approximated edges. This is not a 
modification of Sondergaard’s method of a single peri- 


i. 1. Salfield, D. J. Brit. J. med. Hypaction. In the press. 

2. Salfield, D. J. Psychotherapy, Calcutta. In the press. 

3. Edwards, F. R., Farquhar, H. G., Hay, J. D., Rees, G. J. 
Brit. med J. 1955, ii, 1463. 
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septal suture. around the defect, as suggested by your 
contributors. In our view, to attain a permanent and 
complete closure of the defect, something more than a 
simple running suture with an occasional interrupted 
suture of fine silk should be attempted, as the vascular 
endothelium is unlikely to be roughened by such a 
delicate procedure and complete union of the two surfaces 
may not take place. We have always employed no. 20 
linen thread, used double, for the suture material, and 
this combined with the atrial wall flap encourages a 
considerable local deposition of fibrin and platelets. 
Only the long-term results will show whether this 
conception is sound. 

46 cases have been operated upon by myself and my 
colleagues using the closed method. 39 of these were 
under the age of 20 and of this group 1 died through a 
technical mistake in passing a suture through an aortic 
sinus with the subsequent development of an aortico- 
atrial fistula. This mistake occurred during the formative 
stage of the operation. In the group over the age of 
20, 2 patients died, both with’ severe pulmonary hyper- 
tension and a balanced or small reversed shunt. We 
adhere to the view expressed by your contributors that 
such cases are too late for surgery. 

Department of Surgery, 

University of Liverpool. 
ADRENALINE FOR VOMITING OF PREGNANCY 


Srr,—About 40 years ago treatment of vomiting of 
pregnancy was said to be amenable to treatment by oral 
administration of liq. adrenalin. (1 in 1000), 10 drops in 
water, and I find that this treatment is usually unknown 
or forgotten. I have found it immediately successful 
after the first dose, although I have not had a large 
number of cases. The action may be a selective one on the 
cardiac and pyloric sphincters of the stomach; but this 
may not be the whole explanation, for in one case of 
menorrhagia treated successfully with stilbcestrol, vomi- 
ting supervened and the same treatment was successful. 
A few minutes after ingestion vomiting ceased. A 
meal of porridge was retained and there was no further 
trouble. If necessary the dose can be repeated. 


O. Eccies. 


RONALD EDWARDS. 


London, W.12. 


EMPLOYMENT OF CHRONIC MENTAL PATIENTS 


Srr,—Like Dr. Miller (July 13) and Dr. Bickford 
(July 20) we at Crichton Royal experienced some 
initial difficulties in regard to the remuneration ef patients 
employed outside hospital. Where patients can earn a 
normal wage, usually between £5 10s. and £8 per week 
the payment of a maximum of £3 per week for full board 
and residence, after all essential expenses have been 
deducted, cannot be regarded as excessive. As many of 
our patients eventually discover, it is very difficult to 
find satisfactory lodgings locally at this price. 

Similarly in these circumstances one should not com- 
plain about the Ministry of National Insurance’s insis- 
tence that employed patients should pay ordinary con- 
tributions. Apart from sickness benefit, for which patients 
may again become eligible, there is also industrial-injuries 
benefit and later on the contributory old-age pension, 
widows’ benefit, and other dependants’ allowances which 
may certainly be all-important at a later date. 

In a recent case the patient’s wife and child were receiving 
from the Ministry of National Insurance a weekly payment of 
£3 10s. The patient, who had been in hospital three years, 
then started work and became a “ night patient.’’ After all 
essential outgoings had been deducted the patient had £5 
per week left, and according to the terms of circular s.R.B.50/55 
the hospital became entitled to claim £3 per week for his 
maintenance. As sickness benefit was no longer payable, the 
patient had only £2 to support his wife and child and thus as a 
result of his employment was financially much worse off. This 
was taken up as a matter of urgency with the Western Regional 
Hospital Board and through them with the Department of 


Health for Scotland, who immediately provided a solution to 
this problem. The arrangement now is that the support of 
dependants is classed as essential expenditure. In this way 
the patient is not required to pay the full amount of his main- 
tenance but is enabled to resume his réle as the breadwinner 
and at the same time have a reasonable reward for his 
labours. 

Our scheme for placing long-stay patients in local 
employment has developed in a rather different way from 
that described by Dr. Miller and Dr. Bickford, but 
we have found the results equally rewarding. Per- 
haps because of the different local conditions, we have 
concentrated our efforts on the employment of individual 
patients rather than groups. In 1955-56, out of 16 pati- 
ents who had been in hospital for periods varying from 
one to seventeen years, 7 have been discharged and are 
still in full-time employment, and 4 are still doing well as 
*‘night patients.”” Of the 5 patients who are no longer 
employed, 1 was withdrawn for treatment which it is 
hoped will enable him to be discharged from hospital in 
due course. 


Crichton Royal, 
Dumfries. 


P. K. McCowan. 


EXCHANGE TRANSFUSION 


Sir,—The efficiency and efficacy of exchange trans- 
fusion as a method of treatment of erythroblastosis 
foetalis has led to its widespread adoption as the standard 
method. In fact, there has been a tendency to carry 
out exchange transfusion at the slightest indication— 
i.e., also in mild cases caused by Rh or ABO sensitisation, 
or even in cases of physiological icterus. Many babies 
so treated undoubtedly would have recovered completely 
if left alone. An axiom in medical practice is that the 
treatment should never be more dangerous than the 


The analysis by Dr. Walker and Dr. Mollison! is 
disappointing in not showing the expected drop in 
mortality-rate from erythroblastosis foetalis following 
the introduction of exchange transfusion. Particularly 
disturbing is their finding that ‘‘ the technique of exchange 
transfusion ‘seemed to have contributed to 28 of the 
deaths.” One is impressed especially by the 5 cases 
in which the umbilical vein was perforated and a large 
amount of blood was found free in the peritoneal cavity 
at necropsy, as well as by the cases of umbilical thrombo- 
phlebitis with septicemia. 

In a recent paper,? my colleagues and I cautioned 
against the indiscriminate use of the umbilical-catheter 
method of exchange transfusion. Our chief objections 
were that ‘‘ it is a blind procedure, and has been said to 
have caused damage to important intra-abdominal vessels 
with resultant thrombosis and embolism. Intra- 
abdominal hemorrhage, peritonitis, and splenic rupture 
have also been reported following its use. Since the 
position of the catheter tip is not visualised, there is the 
possibility of direct injection of citrated blood into the 
heart chamber.” In view of these dangers, the assertion 
that the method is easier to perform is not sufficient 
justification for its use: moreover, this assertion is 
certainly not true, since not infrequently the umbilical 
vessels cannot be catheterised and operators have some- 
times had to resort to incisions in the abdominal wall 
and groin in order to catheterise large vessels in those 
regions. # Dr. Walker and Dr. Mollison mention many 
cases where exchange transfusions were inadequate 
because of technical difficulties encountered, as well 
as one case where nine hours were required to complete 
the transfusion. 

There is a method of performing exchange trans- 
fusion which in trained hands is not difficult, and which 


1. Walker, S., Mollison, P. L. Lancet, 1957, i, 1309. 
2. bey A. 8., Wexler, I. B., Brancato, G. J. J. Pediat. 1954, 45, 


3. Arnold, D. P., Alford, K. M. Ibid, 1948, 32, 113. 
4. Pincus, L. R. Ibid, 1948, 33, 418. 
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does not have any of the special dangers of the umbilical 
catheter. (We have used it since 1944  5—two years 
before the umbilical-catheter method was introduced.) 
Blood is withdrawn from the radial artery at the wrist 
by one operator, while a second operator injects blood 
into the saphenous vein at the ankle. This radial- 
artery/saphenous-vein method is an open procedure 
and involves expendable blood-vessels peripherally 
located. In my own hands, and the hands of other 
workers in this country, there have been no deaths 
ascribable to it, and there have been no cases in which 
we could not perform an adequate exchange trans- 
fusion because of technical difficulties. 

The precaution is taken to allow the donor’s blood to sedi- 
ment in the refrigerator overnight, and part of the super- 
natant citrated plasma is removed so as to yield partly con- 
centrated blood with a hematocrit of approximately 0-50. 
To ensure adequate exchange, two units of 450 ml. each of 
this partially concentrated blood are used, except for very 
small babies or mild cases. The same volume of blood is 
injected into the baby’s body as is removed, because new- 
born babies tolerate poorly a significant diminution as well as 
an increase in their blood volume. If despite the exchange 
transfusion the bilirubin concentration of the plasma con- 
tinues to rise to a dangerous level, a second such exchange 
transfusion is performed 36—48 hours after the first, using the 
blood-vessels on the opposite side. To date we have not 
encountered any case where there appeared to be an indication 
for a third transfusion. 


I wonder whether the radial-artery/saphenous-vein 
method has been tried in England. If so, it would be 
of interest to know what the results have been. 


Division of Immunohematology, 
The Jewish Hospital of Brooklyn, 


N.Y., U.S.A. A. S. WreneEr. 


ATTACK ON ANOXIA 


Srr,—Dr. Simpson (July 20) deserves our thanks for 
presenting the difficult subject of anoxia in emphysema 
in such a clear and lucid manner. Its management is of 
particular importance to us in this country who meet its 
effects as the end-results of the ‘‘ English disease ”’— 
chronic bronchitis. 

The control of this common condition -is far from 
effective, but there seem to be three pillars on which to 
base our management: reduction of atmospheric pollu- 
tion ; the rational use of antibiotics; and the adminis- 
tration of oxygen. 

For any, or all, of these to have any effects they must 
be applicable to the field of general practice where the 
vast majority of patients must, of necessity, be managed. 

Oxygen can easily be used in general practice. It is not 
generally realised that cylinders of oxygen and the B.L.B. 
mask and apparatus can be prescribed on £.c.10. Patients 
and their families seem to cope with them very easily 
and they bring immense relief to those patients with 
anoxia. Unfortunately, by virtue of its massive size, the 
apparatus is very static, and at present little has been 
heard of the general availability of any portable appara- 
tus, suchas that described by Cotes and Gilson.* There 
is an urgent need for some such portable equipment to be 
made available for the relief of anoxic chronic bronchitics. 
Perhaps in time we shall become familiar with the sight 
of men equipped as were the men of Everest, walking our 
streets as witnesses to our failure in the preventive prob- 
lems of chronic pulmonary disease. The dangers of 
oxygen therapy must be apprec‘ated, and addiction is a 
very real one. I have one such case in my own practice 
out of only a dozen patients who have been treated with 
oxygen. 

The rationale of antibiotic therapy is far from clear 
and it is rather difficult to know when antibiotics should 
be used, what type of drug should be given, by what route, 
and for how long. 


5. Wiener, A. s., Wexler, L B. -Gamrin, E. Amer. ue. Dis. _ Child. 
1944, 68, 317. Wiener, A. ’s., Wexler, I. B., Barancto, G. J. 
J. Pediat. 1956, 49, 381. 

6. Lancet, 1956, i, 872. 
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The essentials at present in the management of 
anoxic respiratory failure are: better means to provide 
oxygen therapy in the home and for the ambulant 
patient ; knowledge of the correct and most effective and 
economical methods of using antibiotics ; and, above all, 
the implementation of measures to reduce personal 
atmospheric poHution, as in excessive smoking, and 
national pollution by the introduction of a Clean Air Bill. 


Beckenham, Kent. JOHN Fry. 
A POSSIBLE FALLACY IN SINGLE-LEAD 
ELECTROCARDIOGRAPHY 


Str,—Among the features of an electrocardiogram 
(E.Cc.G.) examined for changes following the administra- 
tion of drugs, &c., is the voltage of the QR 8 complex. 
A frequently reported feature of electrocardiograms using 
one standard lead is a loss of voltage in the Q R s complex ; 
a study of £.c.G. changes during endotracheal intubation 
using all three standard leads has led us to the conclusion 
that in some cases the real change is a rotation of the 
electric axis rather than a true loss of voltage. 

E.C.G.8 were taken before intubation, during intubation, on 
inflation of the cuff and after inflation of the cuff, using 
three standard leads, in 40 cases. In only 5 cases was a rotation 
of electric axis no greater than 5° recorded and in 10 cases 
rotations in excess of 20° were found. True voltage changes of 
the Q Rs complex were found in 2 cases on inflation of the cuff 
and in 6 cases after inflation of the cuff; the loss of voltage 
on inflation of the cuff was associated with axis rotation, but 
the voltage changes after inflation of cuff were mainly voltage 
gains and were not associated with much axis rotation. In an 
electrocardiogram using a single standard lead, the rotation of 
the axis would have appeared as a change in voltage of the 
Q BR 8 complex. 


A change in the voltage of the Q R s complex is usually 
attributed to some significant change in the functioning 
of the heart, whereas an axis rotation may merely indicate 
mechanical displacement of the heart. Johnstone,! for 
example, has suggested that the axis rotates when certain 
postures are assumed, and during thoracotomy, complete 
curarisation, and controlled ventilation with deep infla- 
tion. It seems important to be able to distinguish 
between axis rotation and voltage changes and this 
implies the simultaneous observation of at least two of 
the standard leads. 

It is hoped to publish the detailed results of this 
investigation shortly.” 

W. N. Roiiason 


Hull. ° J. M. Hoven. 


Medicine and the Law 


Failure to re Blood before Onaentet: 


An urgent operation was contemplated on a woman 
with acute anzemia,’? and on the afternoon before opera- 
tion blood of the correct group was ready cross-matched 
in the regional blood-bank several miles away. Next 
day a ward nurse said that the blood was ready, 
but after the patient had been anesthetised the surgeon 
learned that the blood was in fact still in the regional 
bank. He decided to continue the operation, but thought 
that there was a risk in giving unmatched blood from 
the hospital bank, and sent an urgent call to the regional 
bank. The blood ordered did not arrive for three hours 
(the driver had not been told that it was urgent), and 
the patient died of heart-failure, due to a blood- disease, 
and accelerated by postoperative shock. 

The jury returned a verdict of ‘‘ death by mis- 
adventure,” and added a recommendation: ‘‘ When an 
operation is intended, the hospital should make rules to 
ensure that the blood is available overnight. xs 











e Johnstone, M. Brit. J. Anesth, 1956, 28, 581. 
2. Rollason, W. N., Hough, J. M. Ibid (in, the press). 
3. Wolverhampton Express and Siar, July 23. 
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Parliament 


Local Government 


On July 29, in opening the debate on the white-papers 
on local government, Mr. HENRY BROOKE said that the 
Government intended to appoint two commissions, one 
for England and one for Wales, to examine the existing 
machinery, hear the views of all local authorities con- 
cerned, and recommend to the Ministry any necessary 
changes. He also announced that a Royal Commission 
was to be set up to deal separately with Greater London 
—that was, roughly, the Metropolitan police district-— 
and to make recommendations about the broad structure 
appropriate to the area in present conditions and the 
distribution of functions with special reference to the 
possible need for an overall authority for any services 
throughout the area. 

Turning more particularly to the vexed question of 
the distribution of functions he said that the Government 
had invited fire both from the county and county-district 
councils by putting forward their own proposals as a 
basis for discussion. The Government agreed that local 
government should as far as possible be truly local, but 
there were limits to what was practicable. We must 
reconcile a shift of responsibility downwards with present- 
day need for substantial financial resources and large 
catchment areas. But according to the white-paper 
proposals boroughs and urban districts with populations 
of 60,000 and upwards would have a real say in the 
administration of education and local health and 
welfare services, all of which intimately affected people’s 
daily lives. But he thought it inescapable that their 
authority must be delegated from the county councils 
who would remain responsible for broad policy and general 
finance. Nor did he think that there could oS automatic 
delegation to authorities responsible for populations of 
less than 60,000, though where special circumstances 
justified it powers would be delegated to authorities with 
somewhat smaller populations. 

He agreed that local authorities needed to be more 
independent in raising as well as spending money but 
he was unable to propose a new source of revenue. 
Possibilities which had been suggested, such as a local 
income tax or the transfer to local authorities of national 
taxes such as entertainment or motor duties, were 
attractive but impracticable. The Government after 
examining the possibilities had been forced to the con- 
clusion that local authorities must continue to rely on 
rates, their own rents and revenues, and Exchequer 
grants. To refurbish these well-tried methods the Gov- 
ernment had proposed that rating should be adjusted by 
re-rating industry and freight transport by 50%. It 
was right that central Government assistance should 
continue but it should be in a form that did not reduce 
the local authority to the status of a mere agent of the 
central government. Local authorities were at present 
receiving more from the taxpayer than from their own 
rates. They received 85% of their income in the form 
of 65 specific percentage grants, a system which from 
Mr. Brooke’s description seemed to be neither logical nor 
efficient. The Government, he explained, proposed that 
the cornerstone of Exchequer aid should in future be a 
general grant. Percentage grants would be retained only 
where the general grant could not be made to fit the 
needs. The new system would not mean that the 
Exchequer grant would freeze at the existing level. It 
would rise if the cost of the services had to rise, indeed 
it would provide a more orderly way of assessment. The 
grant would be fixed by Order and would presumably 
give rise to debate in Parliament. It would give the 
public a chance to see clearly what aid was being given 
from taxes to the local authorities. 


Scotland 


Tuberculosis has long been one of Scotland’s most 
urgent problems, and on July 24 much of the debate 
on Scotland’s health centred round the welcome reduction 
in mortality which has been achieved over the past 
ten years and the measures which are still needed for its 
firmer control. In his opening speech Mr. ARTHUR 
WoopBURN was anxious lest the ground that had 
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been gained should be lost through reluctance to spend 
money on preventive medicine. We must, he said, 
‘“‘expand our health services according to our means 
and not cut them down according to our meanness.”’ 
Three recent economies which he suggested might in the 
long run prove expensive were the increased charge for 
school meals, the lack of capital expenditure on the 
teaching hospitals, and the higher prescription charge. 
Mr. JoHN MActay, the Secretary of State for Scotland, 
in his survey of the work of the Department of Health 
reported that the two-year campaign against tuber- 
culosis was now well under way and had proved more 
successful than they had dared hope. The provisional 
results for Glasgow were 714,915 people X-rayed during 


five weeks; 13,855 people referred to chest clinics for 
further examination; 2136 cases of active tuberculosis 
discovered; and 1074 people admitted to hospital. 


A further 160,000 people had been X-rayed in six other 
surveys and the drive would be continued this autumn 
in Lanarkshire and Midlothian, then in 1958 in Edin- 
burgh and many other areas in Scotland, finishing in 
Dundee. 

The progress made in the campaign against cancer 
had, he admitted, been less satisfactory, but facilities 
for treatment had been improved. A radiotherapeutic 
unit at the Western General Infirmary, Edinburgh, 
costing £380,000 was opened in July. It had over 100 
beds and was equipped with an electronic machine 
producing a high-voltage beam. He hoped that building 
would start next year on two centres in Glasgow, one 
based on a cobalt unit and the other on a linear accelerator. 

Progress in the treatment of mental disease, he was 
glad to say, was more dramatic and encouraging, and to 
stimulate it still further he had made a special alloca- 
tion of £60,000 to regional hospital boards to meet the 
running costs of improvements to mental hospitals. 
Over the next four or five years it was also hoped to 
provide 1000 more beds for mental defectives. The 
report of the recent Royal Commission dealt only with 
the law in England and Wales. But the law in Scotland 
had already been considered by Lord Russell’s com- 
mittee and in 1955 their recommendations had been 
placed before Parliament. The English report was 
wider in scope, but there was no significant divergence 
between the two reports on such issues as compulsory 
admission without a judicial order and on the safe- 
guards for the rights of patients admitted compulsorily. 
He was arranging to obtain the views of the Scottish 
Health Services Council, local authorities, and other 
public bodies on what action should be taken in Scotland. 
He hoped when they were finished to embark on a 
comprehensive revision of the Scottish law which was 
long overdue. 

Miss MARGARET HERBISON returned to another aspect 
of the campaign against tuberculosis when she pointed 
out that there was a 5% shortage of radiographers in 
Scotland. She attributed this to the low rates of salaries 
paid to them in the National Health Service. 

Mr. WALTER ELLIOT pointed out that we were not 
only prolonging life: we were prolonging it in the 
vigorous years, the twenties and the thirties. This meant 
that we had a larger fit population in proportion to the 
whole population than ever before. The fall in the yearly 
tuberculosis deaths from just under 4000 in 1948 to 
800 had contributed to this, for tuberculosis was 
particularly a disease of the young and fit. 

Dr. J. Dickson MABON, who summed up for the 
Opposition, said that medical science had provided the 
new drugs which were the key to the control of tuber- 
culosis. It was Parliament’s job to turn the key in the 
lock, and the turning had been the community survey 
campaigns. Dr. Mabon was, however, uneasy that 
among the cases discovered 1124 were being treated 
in their own homes. He also thought it important that 
publicity should be given to the help and allowances 
to which patients and contacts were entitled if they had 
to give up their jobs. He agreed that Port Glasgow 


could be proud of the 82% of the community who took 
part in the survey but he suspected that the 18% who 
did not turn up included many older folk. They were, 
he feared, inclined to say ‘“‘ Now we have got to this stage 
of life, a wee bit of tuberculosis will not make much 
difference.”’ In fact these old men and women nursing 
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children at the fireside sheulty come erent for the sake 
of their grandchildren. 

Dr. Mabon was less contented with the Russell report 
than Mr. Maclay. He recalled that, though its recom- 
méndations had been put before the House in 1955, the 
committee had in fact been set up in 1938 and had 
reported in 1946.1. Since then outpatient attendances 
for psychiatry had trebled and domiciliary treatment 
had been started. Shock treatment now enabled patients 
to be treated on a short-term basis, and tranquillisers had 
reduced violence. The Russell report was out of tune 
with modern requirements. 

Mr. J. Nrxon BROWNE, a joint under-secretary of 
State for Scotland, congratulated Dr. Mabon on his 
first appearance at the dispatch-box and bet him half 
a pint of aureomycin that it would not be his last. 
Mr. Nixon Browne went on to assure the House that 
benefits and beds were available at the discretion of the 
chest physician for patients discovered by the tubercu- 
losis surveys. To a far greater extent than any other 
nation we had mobilised our resources to fight disease, 
and, taken as a whole, our health service was the envy 
of the world. It was an incredibly expensive war that 
we were waging, but we were all in it—tax-payers, rate- 
payers, stamp-payers, patients. We might differ about 
some of the means but we did not differ about the end, 
which was further to improve and strengthen the 
National Health Service that we as a nation ran for 
ourselves. 


QUESTION TIME 
Grant to Marriage Guidance Council 


Mr. ArtHuR BLienxrnsop asked the Home Secretary 
whether he had yet received the deputation of Members con- 
cerning the level of the annual grant to the National Marriage 
Guidance Council.—Mr. R. A. Butler replied; The deputa- 
tion, which I received on May 28, made representations for a 
further increase in Exchequer grants to the council and other 
organisations in the marriage-guidance field. I was glad to 
assure them that I was well aware of the valuable work done 
by these bodies and that, while there could be no question of 
increasing the provision made in this year’s estimates, I 
hoped that it might be possible later to provide more 
generously. The deputation also supported a recommendation 
of the Royal Commission on Marriage and Divorce that local 
authorities should be empowered to contribute to marriage- 
guidance agencies without obtaining Ministerial approval on 
each occasion. This is being considered in connection with the 
review of controls exercised by the central Government over 
local government which was announced in the recent white- 
paper. In the meantime, I propose to address a circular to 
local authorities calling attention to the importance attached 
by the Royal Commission to marriage-guidance work, and 
indicating that favourable consideration will be given by the 
Minister of Housing and Local Government to applications 
for consent to contribute towards the expenses of agencies 
affiliated to the National Marriage Guidance Council and the 
Catholic Advisory Council. 


Number of Consultants 


Mr. KennetH Rosryson asked the Minister of Health the 
number of consultants per 100,000 population in the four 
Metropolitan regions taken together, and in the rest of 
England and Wales.—Mr. J. K. VAUGHAN-MorRGAN replied : 
18-7 and 12-7. Mr. Rosryson: Do not those figures suggest 
that there is a very serious shortage of consultants in pro- 
vincial areas ? As there are many hundreds of senior trained 
registrars awaiting consultant appointments, will the hon. 
Gentleman consider authorising a considerable increase in 
consultative appointments in the provinces ?—Mr. VauGHAN- 
Morean: The disparity in the figures is not quite as great 
as is suggested. Expressed as whole-time equivglents, the 
figures are 13-95 in London and 10-51 in the rest of tHe country. 
There is a complication which slightly confuses the issue in the 
rather higher ratio of teaching. to non-teaching beds in the 
Metropolitan area. 


Poliomyelitis Vaccine 


During 1957 6 cases of poliomyelitis, 3 of them paralytic, 
were reported in England and Wales in children who 
had had two injections of vaccine. So far, enough vaccine 





1. See Lancet, 1946, ii, 166. 
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has hom sna to ay health anthestine in Roatan and 
Wales for the vaccination of over a million children. 


Messrs. Glaxo Laboratories have decided to expand their 
production by 50% on an undertaking by the Government 
that, for a period of at least a year from the time when the 
additional vaccine becomes available, and subject to the 
price being satisfactory, it will make a proportionate increase 
in the amount purchased. Messrs. Burroughs Wellcome are 
expected to come into production later this year. 


Appointments 


ARTHURTON, M. W., M.D. Lond., M.R.C.P., D.C.H.: part-time con- 
sultant in pediatrics, Bradford and district hospitals. 
Dawson-EDW ane. Fant. M.B. Birm., F.R.C.S. : part-time consultant 
surgeon, United, Birmingham ey 
HOLDWAY, VERA, M.R.C.S., D.P.M.: senior assistant psychiatrist, 
Middlewood Hospital, Sheffield. 
consultant radio- 


Orr, J. A., F.R.C.S.E., F.F.R. R.C.S., D.M.R.T. : 
‘therapist, London Hospital. 

STorY, PETER, M.D. Lond.: consultant clinical pathologist, St. 
Bartholomew’s Hospital, London. 

TURNER, R. L., M.D. Belf.: part- -time consultant pathologist, 

Bradford area hospitals. 

WADDINGTON, DOREEN M., M.B. Edin., D.P.H.: senior M.O., 
Gloucestershire. 

WavuGH, WILLIAM, M.CHTIR. Camb., F.R.C.S.: consultant orthopedic 
surgeon, Harlow Wood Orthopeedic Hospital, near Mansfield, 
and associated clinics. 


Birmingham School Health Service : 
Divine, J. J., M.B., D.C.H.: M.O. 
LiILticraP, J. 8., M.B. Lond. : M.Oo. 
MARTIN, MARY S., M.B. Aberd.: M.O. 
MYBILL, M. D. H., B.M. Oxfd: M.o. 


Birmingham Regional Hospital Board : 
Bomonsi, T. R., M.R.C.S., F.F.A. R.C.S., D.A.: part- oe. consultant 
anesthetist, Dudley and Stourbri group of hospitals. 
HoweELts, C. H. L., M.D. Wales: consultant pathologist, Wolver- 
ha —_ n group of of near 
PARKER, 3) , F.F.A. R.C.8.: part-time consultant 
anaesthetist. Dudley poi Stourbridge group of hospitals. 


East Anglian Regional Hospital Board : 
Du meat, M.B.: anesthetic registrar, United Norwich 
ospi 

Hunter, P. J. L., M.B. Birm., D.O.M.s.: consultant ophthalmic 
surgeon, N — and N orwich group ) of hospi 

LinToN, C. D., M.B. Brist., D.OBST., D.A. anzesthetic registrar, 
Peterborotigh ‘Memoria gt and annexes. 

PARGITER, R. B. Lond., D.P.M.: assistant psychiatrist, 
Fulbourn a ” lenkeosbe’ 8 Hospitals. 


Ministry of Pensions and National Insurance : 
Gorman, 8. . B., L.R.C.P.1. : M.O. 
MURPHY L. +» M.B. Lpool : M.O. 
SPICER, wer RC. M.D. Lond. : M.O. 


South Western Regional Hospital Board : 
EasTHaM, R. D., M.D. Camb., D.c.P.: consultant, department of 
patholo F tea ay Hospital, Bristol. 
KENDALL, Birm., F.R.C.8S.: consultant orthopedic 
surgeon, West Gornwall clinical area. 
OwEN, K. Le M.R.O.S., F.F.A.R.C.8.: consultant anssthetist, 
North Gloucestershire clinical area. 


Western Regional Hospital Board, Scotland : 
BATCHELOR, ELIZABETH L., M.B. Edin.: assistant bacteriologist 
based at the Southern ‘General Hospital, Glasgow 
BROWN, ALEXANDER, M.D. Glasg., F.R.F.P.S. : consultant phys- 
ician, Southern General Hospital, Glasgow 


FERGUSON, C. A., T.D., M.B. -» F.R.C.S8.E. : consultest surgeon, 
Stobhill General Hospital, iw. 
Fire, ROBERT, M.B. Glasg., F.R.¥.P.S.: assistant cardiologist based 


at Royal Infirmary, Glasgow. 

GABRIEL, C. E., M.B. Glasg.: assistant E.N.T. surgeon, Ayrshire 
hospitals and seers E.N.T. Hospi’ tal. 

HUGHES,*JAMES, M.B. Edin., F.R.C.S., D.O.: assistant ophthalm- 
ologist based at Glasgow Eye infirm firmary. 

HUTCHISON, JOHN, CH.M. Glasg., F.R.F.P.8S.: consultant surgeon, 
Stobhill General Hospital, Glasgow. 

LAZARUS, SAMUEL, M.D. Glasg., F.R.C.P., F.R.F.P.S.: consultant 
physician, Southern General Hospital, Glasgow. 

LITTLEJOHN, JOHN, L.R.C.P.E.: assistant psychiatrist based at 
Hartwood Mental Hospitals, Shotts, Lanarkshire. 

McGreGor, I. A., M.B.G at F.R. _: S., F.R.F.P.S.: consultant 
surgeon, Royal Infirm: 

MACPHERSON, D. A., M.B. Edin., F.R.F. Pa. : senior casualty —_ 
orthopeedic department, Royal Alexandra Smee Paisl 

McWIiLuiaM, R. J., M.B. Glasg., F.R.F.P.S., D.O. hthaimologist, 
Stobhill Hospital, and assistant ophthalmo ogist, Glasgow 
Eye Infirmary 

Morton, A. L., M.B. Glasg., bee fo consultant sur- 


geon, Royal Alexandra [ tae 
© hachesbetogios based at 


O’HEA, A. J., M.B. Glasg.: consultan’ 
aE ag Miospital Glasgow 

RAMAGE, J. M.D. Glasg., F.R.F.P.S. : consultant physician, 

Larkfield Hospital, Greenock. 


Roy, A. D., M.B. Glasg., F.R.C.8. consultant surgeon, Western 
nfirmary, eo 
Swinney, G. E., Aberd., D.P.M.: consultant psychiatrist, 
Woodilee Mentai "Hospital, Langa. 
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Notes and News 


FACULTY OF ANASTHETISTS 

On Tuesday, July 23, Sir Henry Dale formally opened the 
research department of anesthetics of the Royal College of 
Surgeons. Dr. Frankis T. Evans, dean of the faculty, introduc- 
ing him, said that great occasions should be graced by great 
men, 

Sir Henry said that the director and his staff of variously 
qualified experts had not waited for the opening but were 
already at work. In accordance with modern trends, only two 
of the staff were anzsthetists—the others were physiologists 
and a physicist. They were studying the pulmonary circula- 
tion, hypothermia, the effects on gas-distribution of intermit- 
tent positive-pressure respiration, and means of measuring the 
tension of carbon dioxide in gas mixtures. Happy results for 
the patient had followed the expansion of the range of the 
anezsthetist’s activities: he was now the surgeon’s expert 
physiological collaborator, keeping the patient normal while 
the surgeon was free to confine his attention to the area of 
operation. Sir Henry had seen, in America, the anzsthetist’s 
team of assistants outnumbering the surgeon’s. 

Sir James Paterson Ross, P.R.c.s., in thanking Sir Henry 
Dale, expressed a hope that he would drop in on the research- 
workers of the department. 


FELLOWSHIP FOR FREEDOM IN MEDICINE 


Tue Fellowship have published proposals for changing the 
methods of financing the National Health Service. According 
to their scheme, which is limited to the general-medical, hos- 
pital, and pharmaceutical services, doctors and hospitals would 
charge fees for services rendered. , More than half of these 
fees would be covered by insurance, which would be supple- 
mented by a State subsidy. Patients and employers would 
pay more for the health service, but the estimated annual 
saving to the Exchequer would be £140 million, which the 
Fellowship expect would be reflected in reduced taxation. 

Under the scheme, everyone except pensioners and those 
with an income below a prescribed level would be required 
to insure with an approved (non-profit-making) society 
against the risk of ill health. Their contributions would cover 
their dependants. The standard premium suggested for a 
man in employment would be 1s. 9d. a week (instead of ls. 44d. 
under the Act just passed) and his employer would contribute 
the same amount (instead of 3}d.). The self-employed would 
pay 2s. 6d. a week and the non-employed 2s. The insurance 
society, as an inducement not to make unnecessary demands, 
might offer extra benefits to patients whose claims in the 
previous year did not exceed a certain amount. The Fellow- 
ship think it would be reasonable to give the insurance 
societies representation on committees concerned with the 
administration of the general medical services and the 
hospitals. 

Pensioners and others exempt from insurance payments 
would receive their medical treatment free of charge at the 
cost of the State. They would be registered as at present 
with a family doctor who would be paid on capitation fees 
or a fixed item-of-service basis as agreed between the Ministry 
of Health and the medical profession. Pensioners whose 
taxable income exceeded, say, £250 per annum would be 
required to insure. The total number of the non-insured and 
their dependants is estimated in the memorandum at 7#/, 
million, or 15% of the population. 

Insured patients would not be registered but would be 
free to consult anv doctor they chose. Doctors would charge 
a fee for services rendered. A schedule of standard benefits 
would be agreed between the Ministry, the approved societies, 
and the profession ; but the doctor would name his own fee, 
which would not be wholly covered by the benefit. The 
insurance society would pay 60% of the benefit, the State 
would pay 40%, and the patient would pay the balance of the 
fee. The Fellowship estimate that the contribution of insurance 
societies and patients to the general medical services would be 
nearly £44 million a year. 

In hospital a patient would pay a boarding charge of 2s. 
a day (or 2s. a visit as an outpatient). The insurance society 
would pay 60% and the State 40% of the balance of the 
hospital charges, which would be fixed annually by the 
Ministry in consultation with hospital authorities and which 


1. Towards a Reformed Health Service. 1957. Pp. 12. Fellowship 
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yearn ie edie throughout the country for hospitals of 
the same type. On present data, the Fellowship think that 
hospital charges, including the boarding charge, might be 
£18 4s. a week. For outpatients the society and the State 
would pay equal contributions of 4s. a visit. After ten we@ks 
(or ten outpatient visits per annum) the society’s cover would 
be exhausted and the whole cost would be borne by the State. 
The State would also pay all charges for the non-insured. 
Patients who chose to occupy private or nursing-home beds, 
or for whom their doctor certified the need for a nurse in their 
own homes, would be eligible for insurance and State benefit 
for ten weeks and then only for State benefit. The scheme 
does not suggest any change in the present arrangements for 
the payment of hospital doctors. It is estimated that the 
societies and patients would contribute £150 million a year 
to the hospital services. 

The Fellowship’s plan for the pharmaceutical service 
closely follows the Australian pattern. The present prescrip- 
tion charge would be abolished. An agreed list of vital drugs 
and appliances would be supplied free, or nearly free, to all 
patients. All other drugs and appliances would be paid for 
in full, except by the non-insured who would make a small 
token payment (recoverable in cases of hardship). The 
Fellowship believe that by this means the State would save 
at least £20 million per annum on the drug bill. 


MEDICAL RESEARCH COUNCIL OF IRELAND 


AmiIp an impressive amount of anatomical and physio- 
logical investigation recorded in the report of the Medi 
Research Council of Ireland,! the account of work on the 
chemotherapy of tuberculosis will be of most interest to 
clinicians. A clinical trial is nearing completion of the 
‘ Hinconstarch.’ It has been given to 72 patiehts with pul- 
monary and 20 with renal tuberculosis. So far the results 
have not been collected for final assessment, but preliminary 
accounts are enthusiastic. The results are described as “‘ very 
satisfactory, on a par with what might be expected from the 
best alternative combination therapy.’’ The drug is given 
orally and is relatively free from toxic reactions. Pharmaco- 
logically, it seems that both active constituents are absorbed 
and metabolised. The isoniazid moiety gives blood-levels, 
on 3 g. hinconstarch daily, that would be obtained with 
isoniazid itself only with 10-12 mg. per kg. per day, and the 
blood-levels vary little over the twenty-four hours; this is 
thought to be responsible for the good. therapeutic response. 
The isoniazid is excreted in a similar manner to free isoniazid, 
and the thiosemicarbazone moiety is to some extent oxida- 
tively cyclised. 

A new series of phenazine derivatives, the rimino-compounds, 
has been synthesised. They are now being screened for 
antituberculous activity in mice; in some compounds this 
activity seems very high and the toxicity low. 

Among the other investigations is one in which fibrinolysis 
was found in 40% of antenatal patients, in 20% of women in 
labour, and in 90% of women in the puerperium. The lytic 
activity might be lost if the blood were allowed to stand at 
room-temperature for only a few minutes. 


PERNICIOUS-ANZMIA SURVEY 


THe College of General Practitioners is mapping the 
incidence of pernicious anemia in the United Kingdom. 
Members and associates of the college have already been 
notified, and other doctors have also provided data. The 
work is based on information supplied by doctors about the 
incidence of pernicious anwmia in their own practices. Much 
more information will be required before all areas are satis- 
factorily covered. All doctors in general practice in the 
United Kingdom are invited to contribute data. 

The information required is fourfold: (1) number of patients 
of all ages in the practice ; (2) number of cases of pernicious anmmia 
at present under treatment in the practice ; (3) whether the diagnosis 
was made ey or elsewhere ; and (4) nature of practice (urban, 
semi-urban rural). 

Partnerships should be treated as a single practice. In a practice 
where there are many visitors, A data about per ts is 

required. Nil returns are espec y & important, to prevent an over- 
on te of the —? of the ase. Comments and inquiries 
are welcome. f. Witts has consented to act as consultant 
adviser for | AEM, 

All deta about practices will be regarded as confidential. 
weibanelion under the four headings mentioned above should be 
sent to Dr. E. Scott, Suomi, Westwell, Ashford, Kent, who is 
acting as recorder for the college in this investigation. No further 
information is is required from those who have already written. 








1. The Medical | Research c ‘ouncil of Ireland. “Annual Report for the 
year 1956. 
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FILMS ON DISABLEMENT 


On the occasion of the Seventh World Congress of the 
International Society for the Welfare of Cripples, held in 
London on July 22-26, a programme of some 70 films was 
staged. 47 films from fourteen countries were entered for 
the second world rehabilitation film award. The international 
jury felt that Teamwork in Action best fulfilled the principles 
of the award. Unable to select another two films, they 
recognised the following three with certificates of commenda- 
tion : Still Going Places, Wonder of Work, and Ils Sont 200,000. 

Teamwork in Action portrays, through a typical case-history, the 
work of the Ontario Workmen’s Compensation Board. Still Going 
Places sets out convincingly the approach to ceratrice at a New 
York Hospital. The Indian government film Wonder of Work is 

rimarily concerned with recruiting young people for occupational 
therene. Ils sont 200,000 was made for and about the Association 
des Paralysées de France. 





University of Oxford 
On July rf the following degrees were conferred : 


D.M.—J.8. Oldham, G. R. Webster. 
M.Ch.—L. T. Cotton. 


B.M.—H. W. C. Dyke, B. H. Boeree, H. E. Roberts, F. 
Coleman, H. B. G. Thomas, J. G. G. Ledingham, E. ~ Ps Critebles, 
R. 8. L. oe A. E. M. McLean, A. B. oming, C aug, Pree 


ey bel eet 


W. Carstairs, M. R. B. Martin, D. T. pants > 
James, Colin Lythgoe, C. J. Roberts, Anthony, Bowser, I intend, 





J. 7 i. 0’ eeeeeen, J. Q Creightmore, T . 3 A. Rutter, 
Williams, V. R. Bloom, P. W. % rset A. Davies, 
Kiuzabeth K. McLean, * M. A. H. Russell, *G. J. R. McHardy, 


* Robin Lush. 
* In absentia. 


University of London 

Dr. 8S. D. Elek, reader in bacteriology at St. George’s 
Hospital Medical School, has been appointed to the chair of 
bacteriology at the school., Dr. F. R. Johnson, lecturer in 
anatomy at the University of Sheffield, has been appointed 
to the readership in anatomy at the London Hospital Medical 
College. Dr. P. H. Spencer-Silver has been appointed to the 
readership in anatomy at Middlesex Hospital Medical School. 
The title of reader in pharmacology in the university has been 
conferred on Dr. J. B. E. Baker in respect of his post at 
Charing Cross Hospital Medical School. 


Dr. Murray Barr, professor of microscopic anatomy in the 
University of Western Ontario, is to give a lecture on Friday, 
Sept. 13, at 5 p.m., at Charing Cross Hospital Medical School, 
W.C.2. He is to speak on new concepts of sex anomalies. 


University of Edinburgh 

Prof. Robert Cruickshank, principal of the Wright-Fleming 
Institute of Microbiology, St. Mary’s Hospital Medical School, 
London, has been appointed to the chair of bacteriology, with 
effect from Jan. 1. 


Professor Cruickshank studied medicine in Aberdeen where he 
graduated M.B. with honours in 1922. He held for three years a 
research scholarship in the university departments of moog A 
and bacteriology in Glasgow, before he took his M.D. with the 
highest honours in 1925. The next two years he s —— in clinical 
work in Belvidere Infectious Diseases Hospital and in the Royal 
Hospital for Sick Children in Glasgow. From 1929 to 1936 he held 
a@ lectureship in bacteriology in the University of Glasgow and was 
bacteriologist to the Glasgow Royal Infirmary where he was asso- 
ciated in pioneer work on the serological treatment of lobar pneu- 
monia. In 1933 he gave the Milroy lectures of the Royal College 
of Physicians, on pneumococcal infection. Three years later he 

ame director of the London County Council’s north-western 
group laboratory and in 1945 of the Central Public Health Lab- 
oratory at Colindale. He was appointed professor of bacteriology 
in the University of London at St. Mary’s Hospital Medical School 
in 1949, and in 1955, on the death of Sir Alexander Flemirg, he 
became principal of the Wright-Fleming Institute. Since the war 
he has made many tours abroad under the auspices of the World 
Health Organisation, the British Council, and the Rockefeller 
Foundation. He is a member of the Central Health Services 
Council. His chief interest has always been the clinical and 
SPidemiolo tei aspects of bacteriology and his Chadwick, Frederic 
and Malcolm Morris lectures have embodied his observations 

ou the control of infectious disease. 


University Grants Committee 
Sir Cecil Syers, United Kingdom High Commissioner in 


Ceylon, has been appointed secretary of the University 
Grants Committee in succession to Sir Edward Hale. 


In Memory of Robert Philip 

On July 26 in Edinburgh Mr. Walter Elliot, m.p., unveiled 
a tablet, erected by the National Association for the Prevention 
of Tuberculosis, to commemorate the centenary of the birth 
of Sir Robert Philip, the founder in 1887 of the first tuber- 
culosis dispensary. The plaque has been placed at 13, Bank 
Street, the site of the dispensary. 


NOTES AND NEWS 
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 ‘Ungvereney of peeiibeiiiiins 
On July 6 the following degrees were conferred : 


M.D.—J. S. Howell yr poe wk ; John Butler, Colin Wood. 

Ph.D. (in the facult ty of medicine).—Esther C. Jones. 

M.B., Ch.B.—A. evan (second-class honours) ; er M. 
sae, Ywan mg AM Cyril —~_ J. H. Bell, T. ee 

Anne J. Bowman, Jo Bradley, K. W. Bramley 
Sidney Carlish, P. B. Carpenter, Christine F. Clarke, T e . = 
Elizabeth D. Cooper, Douglas Cresswell, Allan Denton, P. J. Edwin, 
Geoffrey Finnemore, C. T. Flynn, C. Frazer, S. N. Freeman, 
W. H. 8S. George, I. M. Ghany, Graham Gripton, J. R. Hayes, 
R. N. Herrington, M. M. Hills, K. L. Hindle, Edward Housle 
Ernest Housley, Janet M. Hoyle, Josephine C. Jackson, Arnold 
Jones, G. R. Kelman, C. T. Landey, D. H. Lawton, R. A. Lea, 
Christobe!l H. Lomax, Marie K. M jelland, Mary B. McDermott, 
Robert McLean, W. A. Marshall, Geoffre Mills, June Mills, D. C. 
Mintz, R. G. Mucklow, A. N. Nicholson, W. R. ‘Ostell, Marigold J. 
Parsons, P. bL. Pearson, Matthew Pen mn, Rewti Prasad, 
M. a Hill, A. J. Reeves, Muriel M. Rogers, Edwina E. Rogerson, 
B. Roper, J. G. Rosser, Agnes M. Semple, R. C. Smith, A. R. 
Snead, R. B. Somerset, M. S. Spelman, A R. Sunderland, 


Elizabeth R. Swain, Muriel Des me J. V. Tranter, Claudine M. 
Tyson, M t Wallace, G . De PB allen, D. C. Watts, D. M. 
Wayte, G. T. Whitfield, F. R. Wilkes, George Williams, A. K. 
Woodward. 


Royal College of Physicians of London 


At a comitia of the college held on July 25, with Dr. 
Robert Platt, the president, in the chair, the following fellows 
were elected officers for the ensuing year : 

Censors: F. P. Lee Lander, Alan Kekwick, A. M. Cooke, E. R. 
Cullinan. Treasurer: R. R. Bomford. Registrar: Sir Harold 
Boldero. Harveian Librarian : = Charles Dodds, F.R.s. Assistant 
Registrar: J. R. Ellis. Library Committee: C. E. Newman, W. =. 
McMenemey, W. 8. C. Copeman, DV V. Hubble. Finance Commi. 

W. E. Chiesman, L. C. Mai . F. Stokes. 

The following were elected to the panel of examiners for the 
membership examination : 

G. E. S. Ward, C. F. T. East, Donald Hunter, J. F. Smith, L. B. 
Cole, J. L. Livingstone, A. C. Hampson, Lord Cohen of Birkenhead, 
E. R. Boland, T. C. Hunt, H. K. Goadby, J. C - Hawksley Ww. D. W. 
Brooks, S. J. H .R Towers, J. G. Scadding, M. L. 
Rosenheim, a a Joules, Kenneth Robson, C. H. Stuart-Harris, 
Arthur Willcox, J. F. Stokes, William Phillips, W. Melville Arnott. 


The following lecturers were appointed : 

Sir ay Keynes (Harveian orator), K. W. Donald (Bradshaw 
lecturer), J. St. m (Lumileian), A. Leatham (Goulstonian), 
M. Kremer (Oliver-Sharpey), ~ Lindor Brown, F.R.8. (Bertram 
Louis Abrahams), Mildred Creak (Charles West), P. B. Medawar, 
F.R.S. (F. E.. Williams), J. N. Morris ( 
ee (Mare gna), all for 1958 ; 

(Croonian), Cc. Copeman (FitzPatrick), H. R. Vickers 
(Watson Smith) Ay 1959. 


The Moxon medal for 1957 was awarded to Sir John 
Parkinson for his contributions to cardiology ; and in particu- 
lar his elucidation of the significance of cardiac pain and its 
relation to coronary disease. The Baly medal for 1957 was 
awarded to Dr. E. B. Verney, F.R.s., for his contributions to 
the nervous and endocrine regulation of water excretion by 
the kidney. The Weber-Parkes prize for 1957 was awarded 
to Dr. Carroll Palmer for his contributions to the study of the 
interpretation, of the tuberculin reaction, with particular 
reference to ifs significance in low concentrations; also the 
protective effect of B.c.G. vaccination in the North American 
Indian. The Murchison scholarship for 1957 was awarded to 
David Caton Flenley. 

The following, having satisfied the censors’ board, were 
admitted to the membership : 

Herbert Barrie, M.p. Lond., Margaret A. Barrie, m.B. Lond., 
T. H. Beare, M.B. Adelaide, John Benecke, M.B. Sy. Stanford 
Bourne, M.B. Lond., A. J. Bowdler, M.B. Lond. Briscoe, 
M.B. Lond., Joan T. Bruce, M.®. Lond., R. T. "Bush, M.B. N.Z., 
R. H. Champion, M.B. Camb., Np de Souza-Lawrence, 
M.D. Bombay, M. L. E. Espir, M.s. Camb., John Evans, M.B. Wales, 
A. 8. E. Fowle, M.B. Lond., J. M. French, M.D. Birm., M. J. Grayson, 
M.B. Edin., Syed Moinul ‘Haque, “7 Calcutta, M. T. Harrison, 
a B. Belf., Martin Hartog, B.m. Oxfd, J. A. M. endesten, M.B. Manc., 

. Ss. Hetzel, M.D. Adelaide, K. R. ‘Hill, M.D. Lond., A. Hunter, 
MC. ‘Adelaide, A. F. Huston, M.D. Lond., G. H. Neltrivs, M.B. Pe 

D. Jose, B.M. Oxfd, Kailash Nath Kanwar, M.B. Punjab, E. 
Kendal, M.B. —. Nasirudin Azam Khan, M.B. Punjab, D. Ha L. 
Lecamwasam, B. Ceylon, Patricia M. Leeson, M.B. Dubl., 
Muhammad Saleh ‘Abutalib Memon, M.B. Sind, J. F. Mowbray, 
M.B. Camb., Firoze ——— Narielvala, M.B. Calcutta, T. V. 
O’ Donnell, M. B. N.Z., A. G. E. Pearse, M.p. Camb., D. G. ay, Me i 
B.M. Oxfd, Syed Mohibur Rab, m.B. D V. O. Reid, B.m. Oxfd 
B. B. Reiss, M.B. Lond., O. Robson, M.B. Lond., Rajeswary 
Sathasivam, M.B. Ceylon, R. H. Scott, M.B. Cape hes J.T. Smyth, 
M.B. Lond., T. B. Stretton, M.B. Manc., ._ Weinstein, 
M.B. Witw’ rsrand, R. 8S. Williams, M.B. Lond., “Rn. EB. V Villiams, 
M.B. Camb., A. G. Zaver, M.B. Queensland. 


Licences to practise were conferred on the following 124 
candidates who had passed the final examination of the 
Conjoint Board : 


Ibidapo Akinsete, Akilowu ApoG Akiwumi, C. M. Atkinson, 
P. J. Bantield, Anne P. Barnes, E. J. Batterham, George Beaumont, 
D. G. Beynon, Jane Bingham, David Bond, J. A. Brayshaw, 
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J. R. Bright, T. R. C. Brodie, D. W. pat Peter Ey Gillian C 
Cardy, P. & F. Chalk, J. D. Clark, P. . Clark, N. H. Cohen, G. C. 
Cook, F. Te Cooper, J. D. Graig, T. R. Cullinan, J. L. C. 
Daintree, T. C. Dann, R. Davies, D. E. Day, M. H. de Groot, 
R. F. Dorrington, Christopher Dulake, Peter Dure-Smith, V. A. 
Economides, Arthur Eisenstadt, L. O. V. Ekpechi, P. M, Ellis, 
Shirley P. Evans, M. C. Fairweather, Freda Festenstein, D. S. Filer, 
P. L. Frank, C. R. Frazer, David Freeman, My oo Fung, F. 
Gamm, F. B. Gibberd, Shirley M. Gittins, J. Gornall, Jean M: B 
Me David Gray, C. I. Haines, K. B. Hallam A. M. Harris, 
J. P. Hewson, H. C. Hollingworth, Mary Hoogewerf, Margaret J. 
Hii, John Horton, J. M. Hutchinson, Aaron Ezebuilo Ifekwunigwe, 
I. McD Jessiman, M. C. Johnson, Patricia H. M. Jones, R. W. 
Jones, v. eep, J. J. Key, G. W. Knox, M. d@’A. Laffoley, 8S. J. 
Lam, H. O. Latham, A. J. Levi, A. C. W. Lewis, June M. one 
Marny A. Lloyd-Jacob, David Lovell, B. M. 
Mackenzie, J. G. Manson, Anna W. Markowska, . w. 
M. R. Mathalone, J. A. Mathews, John Miller, Wa. _ 
P. J. 3. Murray, F. J. Nahapiet, B. I. Nwakanma, E. W. 
Raymond oO’ Neil, Humphrey Onwuegbusi Nwa Onub: H. F. 
Oxer, Madhukumar Rambhai Patel, er Prasad, -s Cc. 
Prichard, Denis Procter, A. E. Rampling, A. P. Redmond, R. oO, 
ees, M. Rees-Jones, Paul Robert, it M. Roberts, v4.4 F. 
Rogers, M. E. Sheard, R. W. Sherwin, T. H. F. Staunton, K. W. 
Sweeting, J. O. Slingerland, D. C. R. Stephens, L. E. FN deol M. 
J. Templer, D. A. H. Thomas, Sally Thomas, Ann K. H. 
Tuddenham, J. E. Utting, M. F. Wabeso, H. J. Walker, E E. J. 
Jalsh, Margaret J. Walton, A. C. W prt. » Willett, R. C. 
Williams, J. M. Woodhead, Elma P. Wyatt 


Diplomas were conferred jointly with the Royal College of 
Surgeons of England on those named in our issue of July 20 
(p. 153) and the following : 


DA. —Mushtaq Ahmad, M. A. Aziz, G. M. L. Baer, Ellen M. T. 
Baker, 8. 8. Barker. Patrick Bennett, Lorna Boyd, Margaret T. 
Brash, K. Ss. Camerson, Donald Camp bell, Yik- On Chan, Phool 
Chandra, Mary Crawford, Patricia Crowther, Lois R. Davidson, 
‘, J. Davis, Elizabeth A. Davison, Judith A. is a P. E. 
Doyle, Phyllis B. D’Rosario, P. D’Souza, L. J. F. X. Dunkin, 
J. G. Emery, D. . Eyre-Walker, ‘G. M. Falconer, x P. L. Falla, 
T. R. Farrimond, S. A. Feldman, G. L. Feldmar, A. T. R. Fuller, 
Nathan Geffen, Rosemary A. Grange, Jose V. Halli, Kathleen C. 
Hall, Dorothy E. Harris, Constance C. M. Howie, Elizabeth F. 
Hurley, Margaret T. Hyde, A. A. Jebouri, Margaret A. Johnson, 
A. O. Jones, Beryl P. Jones, Elizabeth M. H. Kennett, Philippa F. 
Keyes-Evans, C. W. lam, Ann B. Lewin, Sheila M. Lightowlers, 
M. E. Lopresti, W. N. McCleery, J. C. MacIntyre, Ursula a 
Jack Milliner, ‘Cc. M. Miin, oJ. We Mostert, P. C. Murphy, FI A. 
Nisbet, C. S. Osen, Mary B. O’Sullivan, Margaret R. Palmer, 
Tulsi Panikkar, Elizabeth L. M. Perkins, Albert Pfeifer, M. W. Potts, 
F. N. Prior, P. O. Pyle, Norah P. Raitt, J. 8. Robinson, Watson 
Rogers, Joyce W. Russell, G. 
Sathyavathi Sharma, D. A. E. 8 
Habibul Hag Siddiqi, Karam Singh, K. G. Smith, Mary K. Stedman, 
. W. Stein, J. M. Stratton, A. D. Surtees, A. P. Thatcher, 
Sivasubrananian Thirumalai, J. G. K. Thomas, J. G. Thuynsma, 
Christopher Todd, G. L. Turnbull, P. J. Vetrill, Denis Wakely, 
Cyril Ward, Upali Weerackody, Eileen M. Welcher, J. T. Wheeler, 
R. M. Whelan, Barbara M. Williams, George Wilson, A. G. Winfield, 
Margaret Woods. 


DI.H.—R. L. 
Dhaliwal, F. W. Ford, J. D. 
Kulesza, Florence L. O’ Rourke, 

W. T. Richardson, Charles Runciman, E. R. 
Hubert Walters, J. L. Weeks 


D.L.O.—S8. Vivek Anand, A. P. Ardouin, Monkompu Subramania 
Iyer Chandra Sekaran, W. N. de Vos, Tanjore 1 *Hinchelite, 
Diwakar, Kanwar Kuldip Singh Goleria, Ronald Hinch — 
Rusi Irani, Kewal Chand Kasliwal, Mohammad Sami-Ullah Khan, 
J. S. MeGrail, Krichnalal Jivanlal Modi, Ramjee Pandey, T. 8S. 
— - D. L. Smyth, Krishnalal Liladhar Ved, J. N. McM. 
Schofield. 


D.M.R.T.—Amiya Kumar Banerji, Ajit Kumar Bhattacharyya, 

J. M. M. Darte, Stanley Dische, K. 8S. Holmes, H . Hope-Stone, 

F 4. vere A. F. Phillips, M. C. Purkayastha, Maurice Sutton, 
. W. C. Ward. 


D.M.R.D.-—A. H. 
D. K. L. Davies, P. J. Fonceca, B. 
Harris-Wright, T. D. Hawkins, Hans Herlinger, Hla Shwe, 
Mohammad Ibrahim, J. P. A. Jayasundera, J. A. B. Jones, J. A. 
Liver, M. R. McNulty, A. R. Manners, J. V. Occleshaw, A. B. 
Reed, B. N. Roy, B. P. Royston, D. R. Smith, M. D. Sumerling, 
R. G. Thomas, P. R. Ward, A. F. Young. 


D.O.—R. N. Mellor. 

D.Path.—D. L. Boardman, W. I. Horne, Marguerite A. R. King, 
Klaus Misch, M. G. Muazzam, Abdus Saleem, B. L. Williams. 

DE od —Abdool Cader Dawood Abdool Raman, I. C. Black, 
J. J. Bradley, H. G. E. Crane, D. P. Cronin, Ala-Ud-Din Drooby, 
J. F. Dunn, G. 8. Fiddler, R. M. Gabriel, Brenda Grant, R. H. 
Harris, J. R. Hewett, WV. A. Heyworth, G. M. Jacobides, Kingsley 
Jones, I. M. Lowit, C. J. Lucas, H. McG. McBryde, P. D. McCarthy, 
W. E. McGovern, William McQuaker, B. L. Mallett, Harold Merskey, 


Brown, W. T. K. Cody, Gurtej Singh 
Harte, F. T. Hunt, Wladyslaw Stefan 
Deb Kumar Ray Chaudhuri, 

Steyn, D. G. Trott, 


Bell, T. C, L. 


Ahmed, F. O. Brown, Joseph Colquhoun, 


M. Goldsworthy, Pamela N. 


A. G. Mezey, P. A. Morris, a Morrison, gr Munro, 
D. H. Nimmo, John Owens, I. G. Pryce, Bri A. Quigley, 
P. A. Reed, I. M. Rifaat, Peter Roughead, te P. Scanlan, 
C. 8. Sheldon, Anthony Spellman, R. A. Stamp, F. G. Thorpe, 
Rene N. D. a. F. A. Whitlock, C. E. Williams, P. J. 
Williamson, A. R. Wilson, J. 8. Wright. 

D.P.H.—A. G. Alexander, A. C. Anazonwu, Patrick Brodbin, 
J. G. E. Collins, A. R. Darlow, W. N. Dunnet, Shirley R. Fine, 


B. Gibson, Ruth Y. Golder, Henry Graham, 
M. Khomo, F. H. 


yup es M. ar _H. 
2 Hawley, G. 


Mac key mY &. Marchant, T. ©. H. Mathews, M. D. H. Myhill, 
P. B. Mi. O’ Reilly, E. H. Osborn-Smith, A. J. Paul, Alan Rezler, 
D. M. Richardson, T. E. Roberts, M. A. Rozalla, A. H. B. Rydon, 
Ethel M. Wallis. 
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Royal College of Obstetricians and Gynecologists 

On July 27 a meeting of the council was held with Sir 
Charles Read, the president, in the chair. The following 
officers were re-elected : 

President, Sir Charles Read; vice-presidents, A. M. Cla > 
Victor Lack; hon. treasurer, A. C. H. Bell; hon. secretary, 
Jackson; hon. librarian, A. J. McNair ; ‘hon. curator of the 
museum, R. A. Brews ; . hon. treasurn r, Australian onal council, 
J. N. Chesterman; hon. treasure’, Canadian onal council, 
G. A. Simpson. 

The following officers were elected : 


Hon. treasurer, New Zealand regional council, 
hon. treasurer, South African regional council, F. N. 


The following was admitted to the fellowship : 

L. G. Higgins. 

The following was admitted to the membership in absentia : 
J. A. G. Dunlop. 

The following were elected to the membership : 


George Adams, poomnam Ame, +4 A. Allison, J. P. Alvey, R. D. 
Atyeo, Salar Akhtar Baeyertz, Victor ‘oo 
Bernays, W. P. Black, i 'D. RR — Clark B. Gonyagham, 
Leela Mahadeorao Dhad phale, I. P unnett, py Toit 
A. A. Earn, Luba Beate Frances M. Fountain, David veleghe 
Dorothy M. Gratton, . E. Gunatilleke, A. D. Hewson, B. 3. 
Horwitz, Mary H. Hute 

E. Larg, 





A. M. Rutherford ; 
Charnock. 


E. G. Jonas, I. H. Kidd, Dp. J. L oe. ur. " rtin 
Lesser, o = Loveys, T. + penaconens, N. McFarlane, Lajja 
Mehta, H. A. Milne, Skuniar Mitra, K DB. Mullen B. J. Murphy, 


Brendan PF nay R. Norris, T. C. ‘O'Connor, Cc. E. Parr, 

R. P. C. Perrott, Patrisis M. Russell, Anne P. Ryan, R. P. 

Shearman, Devantala Singh, G. T. Smedley, J. H. Spurway, D. A. 

wig G. H. M. Wallace, J. H. Walters, C. Wei, M. B 
. C. Wood. 


Royal College of Physicians of Edinburgh 

At a meeting of the college on July 23, with Sir Stanley 
Davidson, the president, in the chair, the following were 
elected to the membership : 

William Blackwood, A. P. Trimble, Dilbagh Rai Bhasin, 
Chevur Ramarao Gopinathan, Alagappa Annamalai, on M. P. 
Ryan, Dharmendra Swarup Rastogie, I Munro, F. J. Ratnesar, 
L. H. Field, Barghese Benjamin, Ashoke Kumar Dutta, Manikrao 
Medakkar Shyamsunder, Ghulam Shabbir, Abul Khayer Muhammad 
Nawab Ali, J. Robinson, James Buchanan, Millicent E. aaa 
M. W. Susser, yh - Kishen Hazari, M. A. T. Waters, V. L. 

Saleh Abutalib Memon, W. R. Murd och, 


Steinberg, Muhammad 
Barton, Vasant Vinayak Odak, 


Che: Siang Seah eae ‘ 
Awadh Kishore o Na arain Sinha, J te a a Supramaniam, 
David Todd, Kee Jin Lim Charlton, G. G. Habib, 
Theodosius Ming Whi Poon- ating Jacob Benatar, Kanakaiahnavara 
Ramaiahsetty Shankar, T. R. Kearney, Sukh Darshan Kumar, 
Satinder Lal,‘Bhim Singh Jain. 


British Association for the Advancement of Science 

The annual meeting of this association will be held this 
year in Dublin from Sept. 4 to 11 under the presidency of 
Prof. P. M. S. Blackett, r.x.s. Further information may be 
had from the secretary of the association, Burlington House, 
London, W.1. 


Reciprocal Agreement with Norway 

The United Kingdom and Norway have concluded an 

reement on social security, under which British families 
will qualify for Norwegian family allowances after six months 
residence in Norway, and the Norwegian health services will 
be available for all British nationals, including tourists. 
The agreement covers cash benefits provided by the two 
countries for unemployment, sickness, maternity, old age, 
widowhood, orphanhood, industrial injury and death, and 
includes provisions about seamen, in particular seamen 
serving on whaling vessels. It will not come into operation 
until it has been ratified. 


Carlsberg-Wellcome Travelling Fellowships 

The Carlsberg Foundation (Copenhagen) and the Wellcome 
Trustees (London) announce that the awards of these fellow- 
ships for 1957-58 have now been made. Mr. Jorgen Berger, 
the Danish fellow, a member of the teaching staff of the 
department of organic chemistry, Denmark Pharmaceutical 
College, will study techniques of organic ultramicroanalysis 
with Dr. R. Belcher in the chemistry department at Birm- 
ingham University, and Dr. 8. P. Lapage, the British fellow, 
who is a trainee member of the Public Health Laboratory 
Service, will work at the State Serum Institute, Copenhagen, 
on the biochemical and serological identification of entero- 
bacteriacer. 


Dr. D. A. Long has been eens veiling professor in micro- 
biology to the University of Pittsburgh for 1957-58. 
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when enteritis is the result 


GUANIMYCIN 


will provide the specific 24 hour t---*ment 


provide conditions suitable for the multiplication of bacteria on con- 


taminated food and for the spread of contamination by flies and other insect vectors; 
it is then that epidemics of bacterial food poisoning, bacillary dysentery and summer 


re most frequent and widespread. ~ 


The organisms commonly responsible for such conditions are responsive to the combined 
therapy of streptomycin and sulphaguanidine, both of which are present in Guanimycin. 


Guanimycin rapidly controls symptoms and restores well-being. It reduces the duration 
of illness and it will considerably reduce the convalescent carrier rate. 


‘When diluted to 4 fluid ounces with water, each fluid ounce contains 


streptomycin sulphate 0°25 gramme and sulphaguanidine 2 grammes. 


In bottles to prepare 4 fluid ounces of suspension. 
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IS THERE A ‘BRONCO’ 
’ IN THE HOUSE? 


Pas ak cot ae ell 


Few people realise that medical opinion 
favours a paper for the toilet. *‘Cotton- 
woolliness’’ is no guarantee of safety, 
Doctors say, when you consider the dangers 
arising from disintegration. And Bronco, of 
course, is the toilet paper—for all its fine 


strength, so delicate and gentle! 








so right medically — 
So good economically 





‘\ .\\The De Luxe Toilet Paper; 


THE BRITISH PATENT PERFORATED PAPER CO. LTD., HACKNEY WICK, LONDON, E.9 
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VALUE . 
ICE CREAM 
INVALID 


Wall’s Ice Cream is a well-balanced food, with valuable fat, carbohydrate 
and protein content. It is easily assimilated and of high 
calorific value. Very often patients with poor appetites readily accept 
and enjoy ice cream, and for this reason also, 


hospitals include ice cream in their invalid diet. 






There is no more enjoyable way of taking 


nourishment than by eating good ice cream. 





ICE CREAM 


—A PALATABLE, NOURISHING AND EASILY ASSIMILATED FOOD, RARELY CONTRA-INDICATED 


T. WALL & SONS LTD., LONDON; GODLEY, CHESHIRE; EDINBURGH ICE 504-1903 
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.--Overcoming Bowel Fixation 
ESPECIALLY AMONGST ELDERLY PATIENTS 


Obsession with the lower bowel is a familiar hypochondriacal 
condition—especially amongst elderly patients who have 


become laxative addicts. 


Yet their trouble can have a real organic basis, such as diminishing digestive secretions, 
and their need is a functional corrective which will break the purge habit and yet 
restore normal peristalsis. 


FELOPAN, as a supplementary source of bile salts and pancreatin, provides the correct 
physiological treatment for re-establishing normal intestinal activity without catharsis. 
In difficult cases, where patients fail 
to respond to the purely physiological 
stimulation, FELOPAN Compound 
with mild laxatives is recommended. 





Literature and samples supplied on request 


The functional corrective for constipation 





COATES & COOPER LTD PYRAMID WORKS, WEST DRAYTON, MIDDxX. 



















antibiotics 
chemotherapeutics 


S. p. A. ne 
Sh Milano- - Italy panes cite i a 


AR Ve. Manufacturers of : Pe 
ime \ | Lepetit in the world 


 /)) _ aaa 
1/4 
1S Zl 


Garessio - Milan 
¥§ Torre Annunziata (Naples) 
Lif 


Buenos Aires - Sao Paulo 
_— Lepetit’s products are now on sale in 100 Countries 





Santiago de Chile - Lisbon 
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>) “Caloxylin’ 


“> TRADE MARK 


(Liver Extract reinforced with Vitamin B12) 


For the treatment of pernicious 


anaemia with or withoutneurological 


_ Manifestations and.for those other 
" types.of macroeytic anaemia which 
. also respond to liver therapy. For 


sprue and as a general tonic. 


Boxoin 





AN OXOID PRODUCT 


» 
See a 


OXO LTD (MEDICAL DEPT) - 16 SOUTHWARK BRIDGE ROAD - LONDON $E1 


TELEPHONE : WATERLOO 4515 





Collis Browne 









WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 


CHLORODYNE 


The Original and 
only genuine Chlorodyne 








used with unvarying success 
by the Medical Profession 
in all parts of the world 
for over 100 YEARS 


Always insist on 
‘*Dr. Collis Browne’s’’ 


THERE IS NO SUBSTITUTE 














Isn’t this the 
best in bed 
lighting yet? 


Naturally we think so—with good 
reason! Weigh up its advantages: 
(a) The Anglepoise takes any 
position the patient requires, at a 
finger touch; (b) its concentrated 
glow cannot disturb the patient in 
the next bed; (c) it is silent in 
movement; (d) it folds up small 
when out of use; (e) it needs only 
a 25 or 40 watt bulb. 


We shall be very pleased to send Doctors and Surgeons full particulars 





of the full range of Anglepoise Lamps. 


vexny ANGLEPOISC We 


Pat. ali countries 


Sole Makers: HERBERT TERRY & SONS LTD- REDDITCH-WORCS 




















Smoot Se RET 
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The importance of toleration 





in glucose therapy 


That Lucozade is a pleasant and refreshing method of getting glucose 
into a patient is repeatedly demonstrated in almost every hospital. 
When everything tends to taste the same, the flavour of Lucozade 
strikes an unexpectedly refreshing note. Doctors have frequently 
observed the beneficial effect of Lucozade on the difficult or apathetic 
patient with enfeebled digestion. 








Lucozade requires no preparation. It is a lightly | 
carbonated glucose solution with an attractive 
golden colour and a pleasant citrous flavour. 
The liquid glucose content is 23.5% w/v 

or about 21 calories for each fluid ounce. 


LUCOZADE 












por sterling guality 
— Scottish Widows’ 





THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 
FUND 


» St. Andrew Square, Edinburgh, 2 
London Offices 
28, Cornhill, B.C.3 17 Waterloo Place, S.W.1 








WYKE HOUSE H OSPITAL — 


ISLEWORTH, MIDDLESEX 
Telephone : EALing 7000 
A private home for the individual treatment of all forms of 
nervous and mental illness, including alcoholism. 
H. PULLAR-STRECKER, M.D. G. W. SMITH, 0.B.E., M.B., CH.B. 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
‘Tenghenss PuawR as 





A private Rursng Home for patients suffering from all forms of 
Nervous and Psychological illness. ae | tients of both sexes. A 
certain number of aon patients received. 1 modern forms of treat- 
ment. Psychotherapy, Electroplexy, Modified aneulin, etc. Twocountry 
houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 
north-west of London. Frequent trains Baker Street Station to Pinner. 
One-quarter of a mile from Pinner Station. 
Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home 
235-7 BALLARDS LANE, N.3 Tel. : FiNchley 5283 


Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. Psycho-Analytical Socy. 


Deep insulin coma unit, psychotherapy, etc. 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
of treatment carried out. A ion for Alcoholics and Addicts 
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availabl Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 
Apply to Dr. J. A. SMALL Telephone : Norwich 20080 
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ST. ANDREW’S HOSPITAL 


NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 








MepicaL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. 





of both sexes are received for treatment. 


Voluntary patients, who are suffering fro 


FOR NERVOUS AND 
MENTAL DISORDERS 


incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary —-, and certified Patients 


Careful clinical, biochemical, bacteriological, and patho 


gical examinations. Private 


rooms with special nurses, male or female, in the Hospital] or in one of the numerous villas in the grounds of the various branches 


can be provided. 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 


WANTAGE HOUSE 


It is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders A, the most modern methods ; 


insulin treatment is available for suitable cases. 


There is an Operat: 


Apparatus, and a Department for Diathermy and High-frequency reatment. 
bacteriological, and pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Theatre, a Dental Surgery, an 
It also con 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres 
plied to the Hospital] from the farm, gardens, and orchards of Moulton Park. Occupational 
patients are given every facility for occupying themselves in farming, gardening, and fruit 


Milk, meat, fruit, and vegetables are s 


therapy is a feature of this branch, an 


growing. 


ad 


BRYN-Y-NEVADD HALL 


X-ray Room, an Ultraviolet 
ns Laboratories for biochemical, 


The seaside house of St. Andrew’s Hospital is Ranatstey sttnnted in a park of 330 acres, at Llanfairfechan, amidst the finest 


scenery in North Wales. 
is trout-fishing in the park. 


On the North-West side of the Es 


At all the branches of the Hospital there are oricket grounds, football end hockey @ 
ns greens. Ladies and gentlemen 


courts), croquet grounds, golf 


courses, and 


provided for handicrafts, such as carpentry 


For terms and further particulars a to the Medical Superintendent (TELEPHONE : 
can be seen in London by appointment. 


a mile of sea coast forms the boundary. Patients may visit this 


branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 


rounds, lawn tennis courts and hard 
ave their own gardens, and facilities are 


Northampton 4354 (3 lines)), who 





CLIFFDEN, 


TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed ans “97 with spacious balconies and extensive views of the South 


In the same grounds, ROWDENS, a comfortable house with deg: views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up a bracing moorland air 
ANNE S. MULES, M.R.C.S., L.R.C.P. 


Resident Physicians—BERTHA M. MULES, M.D., B.S 






THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : 


Devon Coast. Beautiful ny and own dairy in 35 acres 


Telephones—TEIGNMOUTH 289 and 537 


£1 for first three years for newly qualified entrants and £2 thereafter 


Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 

















Vacancies 
ACADEMIC AND EDUCATIONAL Page | CASUALTY ES DERMATOLOGY 
SECTION 29 | Connaught, E.17. Sr. H.O. 30 | Birmingham. Skin. Sr. H.O. or H.O. 33 
Memorial, 8.E.18. Sr. H.O. 31 | Birmingham ee ssehrned . fata H.B. 
ADMINISTRATIVE . Queen Mary’ . nt for the East Sr. Reg. 33 
Scotland. Western R.H.B. Admin. End, E.15. H.O. 31 
30] Royal Free, W.C.1. Sr. H.O. 3] | EAR, NOSE, AND THROAT 
Scotland. Western R. H.B. Trainee St. Nicholas, S.E.18. Sr. H.O. 32 | Birmingham R.H. Reg. . 33 
Med. Administrator. 39 | w hipps Cross, E.11. Sr. H.O. 32 | Birmingham United Hosps. .O. 33 
Barnstaple. Neath Devon Infy. Sr. Carlisle. Cumberland I . &. H. 0. 34 
ANASTHETICS H.O. .. 33| Derby. Derbyshire Royal Infy. Se. 
~~, Free Hosp. yore. Sr. H.0. & Chesterfield Royal. H. 0. or ‘Sr. H.O. 34 H.O. 4 35 
32 | Grewe & Dist. Mem. Sr. 34 | Liverpool United Hosps. Sr. H.O 37 
St. Andrew’s, E.3. Sr. H.0. 32 | Rdgware Gen. Jr. H.M. a ~ ‘Sr. H. 0. 35 | Maidstone. Kent County Ophthetmic 
St. Mary Abbots, W.8._ Reg.. 32 | Grimsby Gen. Sr. H.O. 35] & Aural. Sr. H.O. se: OF 
Wanstead, E.11. Sr. H.O 32 | Kingston, Surrey.  & Sr. H.O. 36 | Scotland. Western R. H.B. Regs. 39 
West Ham Group H.M.C. Sr. H. 0. 32 | Newport, Mon. Royal Gwent. Sr. H.0. 37] GeRIATRICS 
Bolton & Dist, HAC. Sr. 11.0. 1. 33] Manchester. Wythenshawe. Sr. H.0. 37 | St. John’s, S.W.11. Sr. H 32 
we Ini ‘a ‘a > 
Bristol. (C —— rahe renchay H. M.C. ~- Paisley. Royal speeeny vi aes os 38 > a Northeate ‘& Isola- $5 
H.O. or Sr. H.O -» 4 ding & Dist. H.M.C. Sr.H.O. :. 38 : 
Bury, & Rossendale HMC. Jr. | | Swindon & Dist. HMC. Sr. Ho... 40] Huddersfield, Mill Hill. Jr. HMO. $6 
Cambridge United Hosps. Sr. H:0.’s 34 | Taunton & Somerset. Sr.H.0. .. 40 Rochford; Essex. Gen. Locum Reg. 
Carluke, Lanarkshire. Law. Sr. H.O. 34 | CHEST AND oe FC & Sr. H.O. Sere 
Farnborough, Kent. Sr. H.O. 35 | Brompton, S.W.3. H.O.’ 8 30 South "Rast Met. R.H.B. Sr. Reg. 39 
Leeds R.H.B. Sr. H.M.O. 29 — Me AT | a H.O.’s i HEMATOLOGY 
ceeds R.H.B. Locum Re 36 aistow, E.13. -O. I 
Leste ID. tora Bags ee eae ie. 83 Dublin. “National Blood Transfusion 
North West Met. R.H.B. P.-t. Cons. 29] Chichester. St. oe) s. Sr. H.O.. 34 Assoc. Ass : 
Norwich United Hosps. Locum Reg. 38 | Leeds R.H.B. Sr. Reg. ay - 36] INFECTIOUS DISEASES 
Sidcup. Queen Mary’s. Locum Sr. a South West Met. HH. B. - Locum 30 | Plymouth. Scott Isolation Sr. H. 0. i 
Wakefield. Pinderfelds Gen. Jr. | | Watford Chest Giinic.” Reg. & Locum 4 Southampton Chest. Sr. H.0. 
H.M.O. +s eg Sa - "1.0.7" 40 
B.W.I. University Coliege Hosp. Reg. 41 Weaverham, Cheshire. Hefferston Stockport. Cherry’Tree. Sr. H. 
U.S.A. Cambridge, Mass. Residencies 41 Grange San. Sr. H.O. oe ‘sek 


(continued overleaf) 
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MEDICINE 


Battersea Gen., S.W.11. H.O. - 
— Garrett Anderson, N.W.1 


Lemieth, S.E.11. H.O. os 

New End, N. W.3. Reg. 

South East Met. a H.B. 

South East Met. R.H.B. 

South rake Hosp. for Women & 
Cc 8 4 


. HO. 
South Western, S.W.9. Reg. . 

ef 

e 

H.O. 


P.-t. Cons. 


Aberdeen Gen. Hosps. B.O. M. 
Alexandria, Dunbartonshire. 
of Leven. H.O. 
Barnstaple. North Devon Inty. 
Beckenham, Kent. Sr. H.O 
Birmingham R.H.B. Reg. o* 
Bournemouth. Royal Victoria. Reg. 
Cagebeee United Hosps. Reg. & 
Carluke, Lanarkshire. Law. H.O. 
Dartford. Southern, H.O. 
Derby. 7% Royal Infy. 
reg. H.O. or Sr. H.O. 
Dewsbury. 
Halifax Royal Infy. 


Pre- 


Ilford. King George. Pre- -reg. H. 0. 
Leeds R.H.B. Locum Regs. . 
Manchester. Crumpsall. Sr. H.O. 
Manchester R.H.B. eg. my. <a 
Newcastle United Hosps. Reg. & 
Sr. H.O.’s ia os 
ee ny Group H.M.C. Pre-reg. 
.O,’8 saci aia -_ ot 
neets Area Dept. of Medicine. 
.O.’s is “4 ae ee 
Scotland. North-Eastern R.H.B. Sr. 
Reg. 


Western R.H.B. Locum 

Stoke-on-Trent. North Staffs » Royal 
Infy. Pre-reg. H.O 

Swansea. H.O.. 

Swansea. Mount Pleasant. Jr. H.M.O. 

Welsh R.H.B Locum Cons.. 

Wigan & Leigh H.M.C. Pre-reg. “H.O. 

Australia. Austin Hosp., Heidelberg, 
Melbourne. Med. Director 

Australia. Royal South Sydney. Med. 


Scotland. 


Supt. dit a ie Pa 
New Zealand. Northland Hesp. 
Board. P.-t. Med. Supt. & Director 


NEUROLOGY 


Netioen, Hosps. oe Nervous sana. 
0.’8 . 


NEUROSURGERY 
Guy’s-Maudsley Neurosurgical ee 


eg. 
Newcastle R.H.B. Sr. “Reg. 


OBSTETRICS AND GYNZCOLOGY 

Fulham Maternity, S.W.6. Sr. H.O. 

Plaistow Maternity, E.13. 

South London Hosp. for Women « 
Child., 8.W.4. Locum Reg. 

Birmingham R.H.B. Reg. . 

Burton Gen. & : A H.O. 

East Anglian R.H.B. Reg. 

East Fife Hosps. B.O.M. 

Grimsby Group of Hosps. 

Hastings. Buchanan. H.O. 

Kingston, Surrey. Sr. H.O. 

a United Hosps. & RELB. 
Sr 

Manchester R.H.B. Regs. 

Newcastle R.H.B. Reg. 

Paisley & Dist. Hosps. B.O. M. mA 0. 

Slough. Upton. Sr. H.O. 

Stafford H.M.C. Sr. H. on 

St. Albans City. Reg.. 


OPHTHALMOLOGY 

Aylesbury. Royal Bucks. 

Brighton. Sussex Eye. 

a. Royal Surrey County. 
Sr. oe 

Leeds R. Si. B. Reg. 

Oxford R.H.B. Reg. ; 

Oxford United Hosp s. H.O. 

Scotland. Western R. H.B. P. 


H.O. 
1.0. 


*t. Asst. 


New aland. Northland Hosp. 
Board. P.-t. Ophthalmologist ‘ 
ORTHOP ZDICS 


Ashford, Middx. H.O... 

Beverley. Westwood. 

Birmingham R.H.B. Reg. 
— & East Dorset "H.M.C. 


Brighton Gen. H.O. |. e és 
Caerphilly. Pre-reg. H.O . «> 
Carlisle. Cumberland Infy. ‘Sr. H.O. 
Carluke, Lanarkshire. Law. H.O. .. 
East Anglian R.H.B. Reg. .. 
Farnborough, Kent. Sr. H.O. 
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Staineliffe —_ Jr. H.M.O. 
.O 





31 


31 
37 





Glasgow. Victoria Eety. H.O.’s 35 
Grimsby Gen. Sr. H.O 35 
Ipswich & East Suffolk. H.O. 36 
Leeds R.H. Locum Regs. 36 
> weE Group i M.C. Pre- Tee. ss 
Romford. Oldchureh: H.O. ae ae 
Rotherham. Reg. te 39 
Sheffield. City Gen. Reg. 39 
a rw 4 Royal South" Hants. 

H. H.O. 39 
South Hast 1 Met. R.H.B. Reg. 39 
Tunbridge Wells. Pembury. Sr. H. 0. 40 
Wem. Royal Albert Edward Infy. ae 
Woking. : Rowley Bristow “Ortho: 

pedic. Reg. & H.C 40/41 
PADIATRICS 
a ¥ Elizabeth Hosp. for Child. 

M.C. H.O. 31 
aie Royal “Hosp. for Sick Child. se 

Aylesbury. Stoke Mandeville. H.O. 33 
Birmingham R.H.B. 33 
Brighton. Royal Alexan ra Hosp. tor 

Sick Child. H.O. . : 34 
Kingston, Surrey. Sr. H.O. 36 
Lincoln County. Reg. 37 
Liverpool United Hosps. Reg. 37 
Portsmouth Group H.M.C. H.O. 38 
Reading. Royal Berks. H.O.. . 38 
Southampton Child’s. H.O. .. 39 
Southend-on-Sea. Gen. H.O 40 
er — -Trent. City Gen. Pre- “ree. os 
Warrington Gen. Sr. H.O. 40 
Winchester. ada Hants, "County. 

BEUs oo 40 
PATHOLOGY 
Group Pathological Lab., W.8. Sr. 

H.O. ¢ Seb oe 
Hampstead, N. W.3 Sr. ee. oa fae 
Guildford. St. Luke’s. Sr. H.O re 
Kingston Group H.M.C. Sr. H. i. ae 
Portsmouth & Isle of Wight Area 

Path. Service. Reg. 38 
Canada. University Hosp. Saskatoon. 

Asst. Path. 30 
PHYSICAL MEDICINE 
Cc eaahediee. cana capes 8.  - or 

Sr. Reg. vs baa 
PLASTIC SURGERY 
Manchestor R.H.B. Reg. 37 
PSYCHIATRY 
Marlborough Day, N.W.8. -_ * 31 
U —— College Hosp., .C.1. se 

Re; 2 
Derham Univ. & Sheffield R. WB. 

Regs. 35 
Epsom. Long Grove. Reg. 35 
— Hawkhead ( ental). Sr. 

| 36 
Leeds R.H.B. Locum Regs. 36 
Locds REL. Sr. R . Mes. 36 
Liverpool R.H.B. Sons. . 29 
Liverpool. Sefton Gen. H. oO. 36 
Manchester R.H.B. Sr. H.M.O. .. 30 
North West Met. ae. B. P.-t. Sr. 

H.M.O. ee ° os rn 
Oxford. Littlemore | (Mental) & 

Ashhburst Clinic. Sr. H. +... ae 
Scotland. Western R.H.B. Pia ee. 
Scotland. Western R.H.B. Sr. H.M.O. 30 
Sheffield R.H.B. Sr. H.M.O... ‘cue 
Warlingham Park, Surrey. Locum 

Reg. .. os ae A Cy 
RADIOLOGY 
Leeds R.H.B. P.-t. Cons. .. 29 
Manchester United Hosps. Reg. 37 
RADIOTHERAPY 
Newcastle — Hosps. Sr. Reg. & 

Reg. 37/38 
New Zealand. wOtage ‘Hosp. * Board. 

Jr. or Sr. Specialist 30 
RESEARCH 
Royal Marsden, 8S.W.3. Research Asst. 31 
RHEUMATOLOGY 
Liverpool R.H.B. P.-t. Cons. oo @ 
Taplow. Canadian Red Cross Mem. 

Ta. <% a es ee oe 
SURGERY 
Central Middlesex, N.W.10. Reg. 31 
Central Middlesex, N.W.10. H.O. . 31 
a” Seamen’s, 8.E.10. Pre- me 
Mildmay Mission. = 2.’ Pre- -reg. H.O. 31 
Mile End, E.1. H.O ne 31 
National Temperance, 'N.W.1. Pre- 

reg. H.O. ce 31 
Princess Beatrice, 8 8.W.5. Reg. 31 





Queen Elizabeth red for Child. 
M.C. H.O. os, an 
Royal Marsden, 8.W.3._ Sr. H.0. 31 

Royal Northern, N.7. “ os we 

South East Met. R.H.B. a 

South London Hosp. for ‘omen & 
Child., 4. 32 

South Western, 8.W.9. * pre- “Tee. H,. 0. 32 

Whittington, ‘Nas. i ” | 8 

m, N. 

Whipps Cross, E.11. Pre-reg. ’ H.O. 32 

Ace n. Victoria. H.O. . 32 

Altrincham Gen. Jr. H.M. ote 33 

Ashford, Middx. H.O. a ae 

Banff. Chalmers. Sr. H.O tc - 

Barnstaple. North Devon ‘Infy. Pre- 
reg. H.O. 33 

Barrow-in-Furness. North Lonsdale. 
H.O. 33 

Beverley. Westwood. “H.0. 33 

Pexhi.. Sussex. Pre-reg. H. 0. 33 

R.H.B. Reg. ro 
Birmingham United Hosps. &. Reg. 33 
ae Stortford. Herts & Essex 
-reg. H.O.. eer 

ury & Rossendale H.M.C. H.0.’3 .. 34 

Counbet United Hosps. H.O. .. 34 

Carluke, Lanarkshire. Law. H.O. .. 34 

Carmarthen. West Wales Gen. Sr. 
H.O. 34 

Chelmsford & Essex. Locum n Reg. 34 

Chertsey. St. Peter’s. or 
Pre-reg. H.O. 34 

Colchester. Essex County. H. 0. 34 

Derby. be Pre-reg. 34 

Derby. erbyshire Reval Infy. 
Pre-reg. H.O. or Sr. H.O. 35 

Doncaster Royal Infy. Pre- -reg. H.O. 
or Sr. H.O. " per 35 

Dorking Gen. Sr. H.O. “ 35 

Epsom Dist. Pre-reg. H.O. ot oe 

G sagt Northern Hosps. "B.O.M. - 

r. Sin 

Glasgow. Royal Hosp. for Sick 
Chil Pre-reg. H.O.’s_ .! oe OS 

Hereford. Gen. Pre 0 36 

Huddersfield Royal Infy H.O 36 

Kirkeald, a H.O.’s 36 

Leeds . Regs.  & Reg. 36 

re de R.H.B. Reg. 37 

Manchester. West Manchester H.M.C. 
Pre-reg. H.O. 37 

Mansfield. Harlow Wood " Ortho- 
peedic. 37 

Neweastle Gen. Sr. H.O 37 

City. H. 8. * Sr. H.0. 38 

Nottingham. Gen. Sr. H.O. 38 

Portsmouth Group H. a Cc. “Pre: reg. 
H.O.’s & Locum Ri « 

Reading. Battle. H. ot a pe 

Reading. Royal Berks. H.O 38 

Romford. Oldchurch. H.O. 39 

Romford. Victoria. H.O. 39 

—. Eastern R.H.B. “Lecum se 

Shetland Hosps. ‘Group. H.O. ~~ 

Sidcup. Queen Mi Ss) ee |, 

St. Helens & Dist. M. C. H.O.’s .. 39 

Stockport. Stepping Hill. Sr. H.O. 40 

Stockport & Buxton H.M.C. H.O.’s 40 

as ag Trent. North Staffs =e 

Infy. Pre-reg. H.O. ee 40 
Walsall H.M.C. H.O.. 40 
Wi & Leigh H. M.C. * Pre-reg. a 

.O.’s “4 oP 

Winchester. Royal ‘Hants County. “ 

B. W. I. University ‘College’ Hosp. 

r. Reg. . 41 

Dubiin. ™ Stevens’ Hosp. Sr. 
Reg. ee | 

THORACIC SURGERY 

Brompton, S.W.3. Sr. H.O. or Eee 30 

Bristol. Cossham & see H.M 
Sr. H.O. nak 7 ae 

Leeds R.H.B. Reg. 36 

Leeds United Hosps. mR: H.B. Ri 36 

Warwick. King Edward — em. 
Chest. Jr. H.M.O. .. 40 

GENERAL 

Canada. Peterborough Civic Hosp., 
Ont. Rotating Jr. Internships .. 41 

PUBLIC APPOINTMENTS 41 

GENERAL PRACTICE 42 

MISCELLANEOUS 42 
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Academic and Educational 


THE UNIVERSITY 


an e 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 
POSTGRADUATE MEDICAL EDUCATION COMMITTEE 


PRIMARY EXAMINATION FOR THE SURGICAL FELLOWSHIPS OR FOR 
THE eg 
A COURSE OF INSTRUCTION in Anatomy, Physiology. aaa 
pene en Ray ng 4 and 5 ren aged suitable for candida’ 

reparing for the mary Examination of the Fellowship aoe 

urgeon of the re gah of Physicians and Surgeons of 
Glasgow will be held from 7TH OCTOBER to 6TH DECEMBER, 1957. 
(The Primary Examination conducted by the Glasgow Royal 
Faculty is accepted by the Royal Colleges of Surgeons of Edin- 
burgh, of England, and in Ireland in lieu of the corresponding 
examinations of these Bodies.) 

The Course will comprise a total of approximately 180 hours 
instruction given daily from MONDAYS to FRIDAYS, between the 
hours of 12 NOON and 5. em P.M 

he Course will pen to junior staff of hospitals in the 
Western Region of Seotland and also to other suitable pee sppitoonts. 
Applicants not employed in the hospitals of the W: rm Region 
may, if they wish, be given an honorary clinical meee tol 
of the surgical teaching units. 

The fee for the Course is £30. 

A modified form of the Course is available for trainees in 
ansesthetics. This rose eS Course will provide 9 weekly sessions 
on the yeagmeeeey the Anesthetic Drugs in place of the 
sessions on Embry in the surgical Course 

nees in ansesthetics yg are snable 0. to take the complete 

urse may enrol for the Pharmacology Course alone at a fee of £6. 

her details and — of the Course, application 

should be made to the Director of Postgraduate Medical Educa- 
tion, The University, Glasgow, W.2 wa. 


COURSE IN MENTAL DEFICIENCY 
short intensive postgraduate Course in Mental Deficiency 
wilt be held from 7TH OCTOBER to 25TH OCTOBER, 1957. 

The Course will comprise :— 

(a) Lectures and demonstrations in various aspects of mental 
a Se and mental deficiency. 

(b) Instruction in mental 

{c) —— to institutions. 

The Course will be limited to 20 practitioners, places being 
allocated in order of return of application forms, which may be 
obtained from the Director of Postgraduate Medical Education, 
The University, Glasgow, W.2. 

EMPIRE RHEUMATISM COUNCIL. Applications are 
invited for 2 a FELLOWSHIPS 1958 tenable 








for up to 1 Bis prosecute research on some aspect of the 
Rheumatic a ay or scientific qualifications are 
required. Salary according to q cations and experience, but 


not less than £1000 p.a. (tor I lesser period than 1 year, pro rata). 

Applications, yn Bu ——_ and experience, 
should be sent in triplicate with the names of 2 referees, not 
later than 31st fa 1957, to the Acting Gerieral Secretary, 
Empire Rheumatism Council, Faraday House, 8-10, Charing 
Cross-road, London, W.C.2. (Amende advertisement. ) 
THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the full-time post of LECTURER IN CLINICAL 
PATHOLOGY from suitably qualified gradua’ in medicine. 
Candidates should have wide experience in clinical pathology, 
and special interests in bacteriology. High qualifications in these 
subjects are desirable, and there are ample facilities available 
for research. Salary on a scale rising to £2150 p.a. ; al 
salary according to qualifications and experience. Duties to 
commence as soon as pa Membership of F.S.8S.U. and 
children’s allowance schem 

a should be cout not later than 31st August, 1957, 

to t Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 
UNIVERSITY OF BRISTOL. ae 2 are invited 
io the sometimes of LECTURER IN PHYSIOLOGY (Grade 

). Applicants should preferably have a medical qualification 
i which case the present salary scale is £1200—£100-£1600 
(Bar)-£100-£1950 according to qualifications and experience. 
jew appointment is subject to F.S.S.U. and a family allowance 

eme 

Applications (6 copies), with the names of 3 referees and copies 
of not more than 3 recent testimonials (if desired), should be 
forwarded to the undersigned, from whom further particulars 
may be obtained, not later than 4th September, 1957. 

H. C. BUTTERFIELD, Registrar and Secretary. 
UNIVERSITY OF DURHAM, Medical School, King’s 
COLLEGE, NEWCASTLE UPON TYNE, AND THE UNITED NEWCASTLE 
UPON TYNE HOSPITALS. The Council of King’s College invite 
applications from persons with wide experience in psychiatry 
for the full-time post of SE NIOR LECTU RER in the Department 
of Psychological Medicine. The post will carry honorary Con- 
sultant status in the teaching hospital. The successful candidate 
will be expected to take part in. both undergraduate and post- 
graduate teaching and to undertake research, for which there is 
ample opportunity. He will also be expected to carry out 
clinical duties in the Outpatient Department at the teaching 
hospital and in the joint University and ~ Inpatient Unit 
(54 Beds) at the Newcastle General Hospital. The Department 
is closely associated with the local Mental Hospital (1150 Beds) 
for teaching and research purposes. Salary within the range 
£2100-£2530 with F.S.S.U. erg family allowance. Initial salary 
accor to qualifications and experience. 

te aiees ane (12 copies), together with the names of 3 pe’ 
whom reference may be made, should be submitted Aes Tater 
than 9th September, 1957, to the undersigned from whom further 
articulars may a* obta tained. 
G. R. Hanson, Registrar of King’s College. 

















AMENDED ADVERTISEMENT 
UNIVERSITY OF EDINBURGH 


CHAIR OF ORTHOPEDIC SURGERY 
The University Court invites applications for appointment to 
the Chair of Orthopedic Surgery 
The terms and conditions of appointment may be obtained 
from the undersigned, with whom applications (15 copies), giving 
the names of 3 referees and including any testimonials candidates 
may wish to offer, should be lodged not later than 14th October, 


application. 


1957. 
A candidate from overseas may submit 1 Me = of his a 
CHAR! the University. 


LES H. STEWART, Secretary to 

Old College, South Bridge, Edinburgh. 
UNIVERSITY OF OXFORD, Radcliffe Infirmary. Appli- 
cations are invited for the post of GRADUATE ASSISTANT 
IN BACTERIOLOGY. The successful applicant will be required 
to take part in the teaching of bacteriology to clinical students 
and to assist in the routine clinical bacteriology laboratory. 
Salary will be in the scale £950—£50-£1400 according to qualifica- 
tions and experience, with family allowance and F.S.S.U. This 
stipend will be increased when the supplementation of academic 
stipends takes place shortly. Duties to commence as soon as 
possible after appointment. 

Applications, ther with the names of 2 referees, should 
be sent, not later than 30th September, 1957, to— 

Radcliffe Infirmary, Oxford. Dr. R. L. Vout. 


Hospital Services : Senior Appointments 


’ ENT 
SOUTH EAST en geting De a REGIONAL HOS- 
PITAL BOARD. Appl cations are invited for an appointment as 
Part-time CONSULTANT PHYSICIAN (6 notional _half- 
core a wet to the —— appointed, hospitals. If a candidate 


hing to do research spect facilities will be made 
— for =~ urpose.. bs e M 








Council have 
dica’ the’  ataamae an application from the 
successful candidate for. the support of a researc 
programme. Candidates must have had wide 
— medicine and be members — a ao College of 


and Wales). Candidates nal visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and 
lence, including detai' Is of present appointment and of 

servi ther with the — and adi of 3 referees, 

, Advisory Appointments Committee, South 

East Metropolitan Regional ospital ted 11, Portland- 

place, W.1, not later than 17th August. 1957 

LEEDS REGIONAL HOSPITAL BOARD. Whole-time 

Locum Tenens ASSISTANT ANASSTHETIST (Senior Hospital 

a se scale), Hull A Group of hospitals. Initial period 

of 3 mon 

Applications, stating age, qualifications and details of fea 
ments held showing dates, together with the names and 
of 3 referees, to the Secretary, Park-parade, Harrogate, as soon 
- ——. 

EDS REGIONAL HOSPITAL BOARD. Part-time 
CONSULTANT in Radiology (8 notional half-days per week) 
for duties at_hospitals in the Hull area. The person appointed 
to reside in Hull. 

Applications (12 copies) stating age, qualifications and details 
of | stm ry Le bg Ke mp mee obey - with sons, and names and 

resses of 3 re nesee retary, Park-parade, Harrogate, 
by 19th August, 1957 
botany ssa cebeaagaeney Pacn + 9 Md 3 BOARS. Winwick 
ray - AOE ce ons are invited for the post of Whole-time 
CONSU PSYCHIAT HIE ‘AND D Pry MEDICAL 

UPERINTEND ENT (resident) with duties at the above 

Hos wey ‘Appilcants should possess the D.P.M. and have had 
at rs ap — psychiatric experience including 
~a Rall edge 0! ee ee work. Possession of a higher 
qualification in general me be considered an advan 

Forms of application from Dr, T. Lloyd Hughes, Se ‘or 
Administrative Medical Officer, Liverpool Regional ospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 24th August, 1957. 

VINCENT COLLINGE, Secretary to the Board. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Birken- 
HEAD GENERAL HOSPITAL. ApSajow are ge ~ for the post 
of Part-time CONSULTAN SE TORIAN, 1 notional 
half-day to the Rheumatism and Arthrit is © Hoy? at the above 
—— Applicants must have ‘a higher qualification in 
medicine. 

Forms ef application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 24th August, 1957. 

VINCENT COLLINGE, Secretary to the Board. 
engin apa METROPOLITAN REGIONAL HOS- 
PITAL BO 

(1) Cc ONSULTANT ANAESTHETIST, 7 half-days a week 
—4 half-days at West Herts Hospital, Hemel Hempstead, Herts 
(160 Beds), and 3 half-days at the Watford Hospitals (Peace 
Memorial, 208 Beds ; Shrodells, 386 Bets ; Watford Maternity, 
58 Beds). Hospitals’ ma ad visited # seen appointment. 

Applications before 4t in 

nacte ) ASSISTANT — YcHiATRisT (Senior rashire Child 

edical Officer grade), 6 half-days a week, Hertfords! 

Guidance Service. Applications will be be considered for 6,40 
2 half- — a week and candidates should state for which they 
are app ae Candidates may visit by a6 xintment with the 
Medical Director, Child Guidnane Clinic, Hill Znd, St. Albans. 
Applications before 11th September, 4957. 
pee forms obtainable from, and ay Aa to, Sec- 
West. Metropolitan "Regional Hospital Board, 
Tia Hs -place, W 29 
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MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT ASSISTANT PSYCHIATRIST (Senior 
Hospital Medical Officer) to the Stockport and Buxton Hospital 


Centre, mainly at Stepping Hill Hospital (535 Beds) and St. 
Thomas’ Hospital (446 Beds), Stockport, but possibly with 
some duties in the Ashton, Hyde and Glossop Group of hospitals 
and at Parkside (Mental) Hospital. Good experience essential, 
D.P.M. desirable ; appointee to work under a Consultant and 
to live in or near Stockport. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 19th August, 1957. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 

Whole-time ASSISTANT PSYCHIATRIST at Woodilee 


Mental Hospital, Lenzie, near Glasgow. Salary (at age 32 and 
over) on the scale £1653 15s.-£52 10s.—£2126 5s. 

ASSISTANT OPHTHALMOLOGIST for duties in Ayrshire 
and the Southern Counties. The appointment will be part-time 
on the basis of 6 notional half-days per week. Salary (at age 32 
and over) £1014 16s. ow 3 9 annual increments to £1304 14s. 11d. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this advertisement. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
ADMINISTRATIVE MEDICAL OFFICER to the Western 
Regional Hospital Board. The person appointed will be seconded 
for whole-time duties at the hospitals administered by the 
Board of Management for Glasgow Maternity and Women’s 
Hospitals. Salary on the scale £1600—£50(3 )-£1750—£75-£1825. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this advertisement. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Carlton Hayes Hospital, Narborough, near Leicester. Single 
accommodation available. Salary £1653 15s.-£52 10s.-€2126 5s. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Te eeeeen, Sheffield. Forms to be returned by 24th August, 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time Locum ASSISTANT CHEST 
PHYSICIAN (Senior Hospital Medical Officer grade) for the 
Croydon Chest Clinic area. Duties mainly at the Central Chest 
Clinic, 33, Mayday-road, Thornton Heath, Surrey, under the 
direction of the Consultant Chest Physician. The post will be 
tenable for 1 year in the first instance. Remuneration £34 14s. 6d. 
per week. 

Applications to Assistant Senior Medical Officer, South West 

Metropolitan Regional Hospital Board, 27, Queen Anne-street, 
London, W.1, by 3lst August, 1957. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT (general medicine) required 
Newport and East Monmouthshire and North Monmouthshire 
Hospital Management Committee areas immediately. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 








WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT (general medicine) required 
West Wales Hospital Management Committee area, 30th 
September—14th October, 1957. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
AN COMHLACHAS NAISIUNTA UM THAIRMREITH 
FOLA. (THE NATIONAL BLOOD TRANSFUSION ASSOCIATION.) 
Applications are invited for the whole-time post of ASSISTANT 
to the Medical Director at the Headquarters of the Association 
in Dublin. The duties of the post will be mainly those of assisting 
the Medical Director in the technical operation and adminis- 
tration of the Association’s Service. Additionally, the person 
appointed will be required to take charge at occasional donation 
clinics. Applicants should have experience of the organisation 
and administration of a Transfusion Service. Experience of 
plasma {3805 _ fractionation an advantage. Commencing 
salary £1250 

Applicants Phould state age, qualifications and experience and 
forward the names of 3 referees when submitting applications, 
which should be received by the Secretary, 72, St. Stephen’s- 
green, Dublin, not later than 31st August. 57. 

J. L. MCDOWELL, Secretary. 
CANADA. UNIVERSITY HOSPITAL, Saskatoon, Sask- 
ATCHEWAN, CANADA. ASSISTANT PATHOLOGIST (morph- 
ology or clinical peseetegr Certified or eligible to sit examina- 
tion for certification by Royal College of Physicians and Surgeons 
(Canada). Salary range $10,000—$15,000 p.a., annual increment 
$500 with pension plan. Position includes undergraduate and 
a aduate teaching responsibilities. 
dress inquiries to Professor of Pathology, University 

Hospital, Saskatoon, Saskatchewan, Canada. 
NEW ZEALAND. NORTHLAND HOSPITAL BOARD, 
WHANGAREI, NEW ZEALAND. Applications are invited from 
qualified medical practitioners for the combined position of 
Part-time MEDICAL SUPERINTENDENT—Rawene Hospital, 
AND DIRECTOR, Hokianga Special Area Medical Service. 
A free house is available. The present salary payable is in the 
range of £2100-£2200. Travelling sepeines are also payable. 

Conditions of appointment available from the High Com- 
missioner, New Zealand House, London, or the Secretary, 
Northland Hospital Board, P.O. Box 403, Whangarei, New 








Zealand, with whom applications close on 30th September, 1957. 


30 





NEW ZEALAND. NORTHLAND HOSPITAL BOARD, 
WHANGAREI, NEW ZEALAND. Applications are invited from 
qualified medical practitioners for the position of Part-time 
OPHTHALMOLOGIST. Salary within range of £328-£388 p.a. 
(for 7 hours a week) according to qualifications and experience. 
Additional payment is made for periodical visits to periphery 
hospitals in the Board’s area, plus travelling time. 

Conditions of appointment available from the High Com- 
missioner, New Zealand House, London, or the Secretary, 
Northland Hospital Board, P.O. Box 403, Whangarei, New 
Zealand, with whom applications close on 30th October, 1957. 
NEW ZEALAND. THE OTAGO HOSPITAL BOARD, 
DUNEDIN, NEW ZEALAND. —— are invited from persons 
who have held a medical d at least 5 years, for the 

panes, of ASSISTANT RA TOTHERAPIST th the Otago 


os 0 
er salary scale pogetiy will be in accordance with the 
appointee’s qualificat: —_ and experience and will be either :— 
(a) Junior Specialist’s scale : £1640-£1940 Bane or 
(b) Senior Specialist’s scale : £2040-£2340 p 
The commencing rate within the eqplicehe poe will be that 
determined by the Department of Health’s Medical Officers’ 
Salaries Grading Committee in accordance with the experience, 
qualifications and status of the appointee 
he position is non-resident, is full- time and private practice 
is not permitted. Conditions of appointment may be o ned 
on application to the High Commissioner for New Zealand. 415, 
Strand, London, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2, or the undersigned. "Travel expenses in 
ee with those stated in the conditions appointment 
ayable where the appointee signs an eqrecmen main 
in’ the service of the agg A for a period of 2 years. 





a, on age, qualifications and e rience, 
together with tes als and Health and Radiologi Certifi- 
cates are to be in “a. hands of the undersigned by 10 a.M. on 


Friday, 18th October, 1957. 
W. A. WILLIAMSON, Secretary, Otago Hospital Board. 
P.O. Box 946, Dunedin, New Zealand 
AUSTRALIA. AUSTIN HOSPITAL, Heidelber (Situ- 
ated in Melbourne, Victoria, Australia. ) MEDICAL D RECTOR 
(Spinal Unit). Applications are invited from medical practi- 
tioners, preferably with pos uate qualifications and prefer- 
ably with experience in medical rehabilitation of long-term 
illness, for the above post. The Spinal Unit is new] developed, 
with 52 Beds, within the Austin Hospital, Heidelberg, as the 
recognised paraplegic treatment centre for the State of Victoria. 
Initially the appointment will be for 3 years, but, subject to 
satisfaction by both parties will be regarded as a rmanent 
appointment. The duties are full-time, with limited right of 
consultant practice on prescribed terms. Salary will begin at 
the rate of £3000 (Aust.) p.a., rising by 2 increments to £3250 
(Aust.) p.a. Expense of transfer of appointee and his family 
to Australia will be met by the Hospital. Superannuation and 
study leave conditions apply. 
A schedule giving de of the post will be made available 
upon inquiry to the Agent-General for Victoria, Victoria House, 
elbourne-place, ay London, W.C.2. 
a ag Ss of the Committee of Management, 
POWELL, Manager and Secretary. _ 





AUSTRALIA. ROYAL “SOUTH SYDNEY HOSPITAL, 
pe te avermue, ZETLAND, SYDNEY, NEW SOUTH WALES, 

eg on wre Le of 100 Beds.) as are 
invited f m registe ractitioners for the position of 
MEDICAL SUPERINTENDE T at the above Hospital, 
situated in a large industrial area. Total attendances Casualty 
and Outpatient Pee Henottal & ,000 per year. Accommo- 
dation available at the Hospital for a single man. S in 
accordance with determination sogceres by the Hospitals Com- 
mission of N.S.W., at present, £A2014 p.a., less £188 a year for 
board and residence. 

Applications endorsed “‘ Medical Superintendent,” stating age, 
qualifications, experience, nationality and marital status together 
with copies of testimonials, to be forwarded to reach the 
undersigned not later than Ist October, 1957. The successful 
me will be required to commence duties during January, 


R. T. Wricut, Secretary and Chief Executive Officer. 


Hospital Services : Junior Appointments 


BROMPTON HOSPITAL, 8.W.3. isi Pavete invited 
for the post of NON- RESIDENT HOUSE PHYSICIAN for 
which there are 3 vacancies, for 6 months from Ist October, 1957 
Duties include work in Outpatient Department and Bana 
Salary at the rate of £577 10s. 

Applications, stating age, qu: fications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
10th August, 1957, to— 

KENNETH A. F. Mies, House Governor 
BROMPTON HOSPITAL, S.W.3. Applications invited 
for the post of RESIDENT SURGICAL OFFICER (post 
graded as Senior House Officer or Registrar, according to 
qualifications and experience), for 6 months in the first instance 
with eligibility for re-appointment. Candidates must have _ 
a resident hospital appointment. 

Applications, stating age, qualifications with dates, netionsiity, 
and appointments held, together with copies of testimonials, by 
17th August, 1957, to— 

KENNETH A. F. MILES, House Governor. 

CONNAUGHT HOSPITAL, Walthamstow, Ey. (123 
Beds.) plications are invited for the post of SECOND 
CASUALT OFFICER with duties in the Department of 
Orthopedic and Traumatic Surgery (Senior House Officer 
grade). ym for Sg ow Salary £819 10s. p.a., less 
£130 p.a. for boar 


l ng, &e. 
Le ee with full details and copies of 2 recent testi- 
monials, to be sent immediately to Secretary, + oa aad 
Hospital Management Committee, Langthorne-road, 
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BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11. HOUSE PHYSICIAN (House Officer grade), resident. 
Not pre- tration. Vacant late August. 

Apply ospital Secretary, enclosing copies of 2 recent 

testimonials. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, 
London, N.W.10. NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time SURGICAL REGISTRAR required 
at above Hospital. Post now vacant. Appointment for 1 year 
in the first instance. 

Application forms from, and returnable to, Group Secretary, 

Central Middlesex Group Hospital Management Committee, 
Park Royal, N.W.10, by 10th August, 1957. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Surgical 
and Urological Seperunes. Post vacant lst September, 1957. 
Post recognised for F.R.( 

Applications, with 2 Getiintedi: to Medical Director by 
9th August, 1957. 

"DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
S.E.10. HOUSE SURGEON (pre-registration) required on 
4th September. 

Applications, stating age, nationality, qualifications and 
experience and giving the names of 3 recent referees, should be 
—_ = the Secretary at the above address not later than 10th 
August. 

ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL.) Applications 
are invited from registered Women medical practitioners for 
the appointment of Full-time MEDICAL REGISTRAR for 
general ae = Perea eye Appointment for 1 year in a 
first instance as soon as possible. Salary 

accordance with: Ministry "et. Health scale, for Registrar > grades. 

Applications, with names of 3 referees, should be sent to the 

Secretary, Elizabeth Garrett Anderson Hospital, by 14th 
August, 1957. 
FULHAM MATERNITY HOSPITAL, 5/7, Parsone-green, 
8.W.6. SENIOR HOUSE OFFICER (resident) required, 14th 
October, 1957. Candidates may visit the Hospital by arrange- 
ment. 

Applications to be submitted on forms obtainable from 
Hospital Secretary (L.64), Fulham Hospital, St. Dunstan’s- 
road, Hammersmith, W.6, immediately. a 
GROUP PATHOLOGICAL LABORATORY at St. Mar 
ABBOTS HOSPITAL, Marlogs-road, Kensington, W.8. SENIO 
HOUSE OFFICER (pathology) for duty in the first instance at 
the Group Laboratory. Resident or non-resident post with 
training in 4 branches of pathology. 

Applications by 12th August, 1957, on forms obtainable from 
Hospital Secretary. (L.66.) See 
GUY’S-MAUDSLEY NEUROSURGICAL UNIT. Appli- 
cations are invited for the post of REGISTRAR for 1 year, 
commencing Ist October, 1957. The unit, which is housed in 
the Maudsley Hospital, serves Guy’s Hospital, and the Bethlem 
Royal ieatlong and the Maudsley Hospital. 

Applications should be made before Bath August, 1957, to— 

JoHNSON, House Governor and Secretary. 

Muudsley Hosplial, Denmark- hill, S.E.5 
HAMPSTEAD GENERAL ~ HOSPITAL. (Royal Free 
HOSPITAL GROUP.) —— are invited from registered 

medical eo we en or Women) for the post of Whole- 
time NON-RES SENIOR REGISTRAR in Clinical 
Pathology at the yo BN General Hospital. Appointment 
for 1 year in the first instance, from ist September, 1957. 
Experience in clinical pathology is essential, and in addition 
special interest in bio-chemistry would be an advantage. 

Formal applications, stating age, qualifications and experience, 
together with the names of 3 referees, should be sent to the 
Secretary, Hampstead General Hospital, Haverstock Hill, N.W.3, 
not later than 7th August, 1957. 





LAMBETH HOSPITAL, Brook- -drive, ‘8.£.11. Applica- 
tions are invited from pre-registration and registered medical 
practitioners for the post of RESIDENT HOUSE PHYSICIAN, 
vacant on 18th September, 1957. Successful candidate will be 
expected to carry out a fortnight’s Locum duty starting on 
4th September, 1957. 

Application forms from the Acting Physic ~~ ree 
Stamped addressed envelope should be enclosed 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur Ist October, 1957, for RESI- 
DENT HOUSE PHYSICIAN. Appointments for 6 months, 4 in 
London, 2 at the Country Branch, near Letchworth, and posts 
graded as House Officer. Duties include work in the Outpatient 
Department and Special Clinics as well as in wards. 
Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 17th August. 
THoMAS Brown, House Governor. 
London Chest Hospital, E.2. 


MARLBOROUGH DAY HOSPITAL, 38, Mariborough- 
place, N.W.8. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. PSYCHIATRIC REGISTRAR (whole-time) required. 
Successful applicant required to undergo personal analysis which 
will be given free of charge. Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex — Hospital oe Com- 
mittee, Acton-lane, N.W.10, by 14th August, 195’ 

















MEMORIAL HOSPITAL, Shooters Hill, Woolwich, s. E. 18. 
SENIOR HOUSE OFFICER (Casualty Department), vacant 
4th August. Recognised for F.R.C.S. 6 months resident appoint- 
ment and may then be renewed. Salary £819 10s. p.a., less 
£150 p.a. for residence. 

e ppely to Group Secretary, Memorial Hospital, Woolwich, 








MILDMAY MISSION HOSPITAL, Austin-street, London, 
E.2. Applications are invited for the pre- tration post of 
RESIDENT HOUSE SURGEON (post rec for F.R.C.S.) 
now vacant. Candidates should be in sympathy with the 
evangelical Christian aims of the Hospital. 

Applications and references to be addressed to the Medical 
Superintendent as soon as possible. 

MILE END HOSPITAL, Bancroft-road, _ London, E.1. 
(484 Beds.) HOUSE SURGEON (pre- or post-registration). 
Post vacant 25th August, 1957. 

Application forms, obtainable from Physician-Superintendent, 
should be returned by 9th August with copies of not more than 3 
testimonials. i 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners for 
the appointment of 2 HOUSE PHYSICIANS (non-resident), 
to commence the beginning of November on dates to be arranged. 
The appointments will be for periods of 6 months. These posts 
carry the grade of Senior House Officer. 

Applications, with names of 3 referees, to be sent to the under- 
signed not later than 17th August, 1957. 

H. EWartT MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 

NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. (General Hospital of 158 Beds.) Applications 
are invited to fill the post of HOUSE SURGEON (general), 
pre-registration. Applications by post-registration candidates 
will also be considered. 

Applications, stating age, qualifications, experience, ether 

with the names and addresses of 2 referees, to be forwarded to 
Hospital Secretary by 13th August. 
NEW END HOSPITAL, Hampstead, N.W.3. Registrar 
required for General Medical Unit of 86 Beds. Post vacant 
Ist October, 1957. The Hospital may be visited by direct 
appointment with the Surgeon-Superintendent. 

Application forms obtainable — and returnable to, Group 

retary, Archway Group Hospital a Committee, 
46, Cholmeley-park, N.6, by 12th August, 195 
PLAISTOW HOSPITAL, Baten etreet "Leadon, £.13. 
(189 Beds.) Applications are invited for the appointment of 
RESIDENT HOUSE OFFICER (post-registration or pre- 
registration second post) for 6 months, commencing Ist October, 
in the Chest Unit and Infectious D nit. Some experience 
in diseases of the chest desirable. The position offers good 
opportunities for experience in general medicine. 

Applications, with — of recent testimonials, to Hospital 
Secretary by 14th August. 

PLAISTOW MATERNITY HOSPITAL, Howards-road, 

Plaistow, London, E.13. RESIDENT OBSTETRIC OFFICER 

(House Officer, post-registration) required for 6 months com- 

mencing 8th October, 1957. The post offers excellent experience 
as sole resident in charge of 60 Beds. 

* Apely to Hospital Secretary not later than 10th August, 1957, 
enclosing copies of 2 testimonials. 
PRINCESS BEATRICE HOSPITAL, Earis Court, 8.W5. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SUR- 
GICAL REGISTRAR (general surgery), resident. 

Application forms from the Group Secretary, St. Luke’s 

Hospital, Sydney-street, Chelsea, S.W.3, to be returned within 
14 days of date of advertisement. (Enclose foolscap stamped 
addressed envelope.) 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUSE OFFICER. Appoint: 
ment will be made for 2 consecutive periods of 6 months com- 
mencing Ist October, 1957. First period (Hackney-road) as 
House Physician, and second as ouse Surgeon (Hackney- 
road) and Casualty Officer (Shadwell). 

——— forms may be obtained from the Secretary at 
Hackney-road, and should be returned with copies of not more 
than 3 testimonials, not later than 19th August, 1957. 


QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. JUNIOR CASUALTY OFFICER (House 
Officer third post) required for 6 months commencing as soon 
as possible. 

Applications, with the names of 3 referees, to Hospital 
Secretary by 17th August 1957. 


ROYAL MARSDEN HOSPITAL, Fulham-road, | 8.W.3. 
RESBARCH ASSISTANT required (full-time) to work on 
pathological and clinical aspects of the study of breast cancer. 
Appointment for 1 year in the first instance, with a grant accord- 
ing to qualifications and capabilities. 

Applications to be sent to the House Governor by 24th sao: 


ROYAL MARSDEN HOSPITAL, Fulham-road, 8.W 
Applications are invited for the post of RESIDENT SURGICAL 
OFFICER (Senior House Officer) to commence duty on Ist 
September, or as soon as possible after that date. The appoint- 
ment is for a period of 12 months. Preference will be given to 
Fellows of the Royal College of Surgeons. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than 17th August, 1957. 


ROYAL FREE HOSPITAL. Applications are invited 
from i ae medical a for the post of SENIOR 
CASUALTY OFFICER at the Royal Free Hospital. The 
appointment is full-time, resident for 6 months. Duties 
commence Ist October, 1957. Salary and conditions ¢ service 
in accordance with the scale laid down by the Ministry of Health 
for Senior House Officers. 

Application forms may be obtained from the pepe 
Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to 
ere they should be returned not later than Ist’ September, 
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ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of SENIOR RESIDENT ANESTHETIST. 
Applicants must be registered medical practitioners. The 
appointment is for 6 months from Ist October, 1957, with duties 
at the North Western Branch and Hampstead General Hospital. 
Salary in accordance with the scale laid down by the Ministry 
of Health for Senior House Officers. 

Application forms may be obtained from the Hospital Secre- 
tary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom 
they should be returned not later than lst September, 1957. _ 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from registered medical practitioners for the post of 
JUNIOR RESIDENT ANASTHETIST. The appointment is 
for 6 months, duties to commence Ist October, 1957. Salary and 
conditions of service in accordance with the Ministry of Health 
scale for House Officers. 

Application forms may be obtained from the Hospital Secre- 
tary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom they 
should be returned not later than Ist September, 1957. 
ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
(279 Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. RESIDENT SURGICAL OFFICER (Registrar grade) 
required at above Hospital. Duties include supervision of House 
Officers and acting as General Practitioner to resident staff. 
Post is recognised for F.R.C.S. Candidates may visit Hospital 
by direct appointment. 

Application forms obtainable from, and returnable to, the 
Secretary, Royal Northern Hospital, N.7, by 13th August, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as RESIDENT MEDICAL OFFICER to fill a vegeney in 
the approved establishment at the Greenwich and Deptford 
Group of hospitals, available on 14th October, 1957. The 
salary will be £1061 10s. p.a. and the appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance, renewable for a further year. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 17th August, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment at the Lewisham Group 
of hospitals. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 17th August, 

957. 





SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
from registered Women medical practitioners for the post of 
Full-time SURGICAL REGISTRAR (recognised for the 
F.R.C.S.), resident, or non-resident if living near the Hospital. 
Vacant shortly. The appointment is normally for 2 years but 
subject to review at the end of the first year. Canvassing will 
disqualify, but candidates are not precluded from visiting the 
Hospital if they so desire. 

Forms of application from the Secretary, Lambeth Group 

Hospital Management Committee, Renfrew- road, S.E.11, to 
whom completed applications should be returned not later than 
24th August, 1957. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOAR Female Locum 
OBSTETRIC AND GYN-ECOLOGIC AL R EGISTRAR required 
from 12th August to 8th September, 1957. 

Apply to Hospital Secretary. x 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Women medical practi- 
tioners for the post of HOUSE PHYSICIAN, vacant 14th 
September, 1957, for a period of 6 months. 

Forms of application from the Secretary. 

SOUTH WESTERN HOSPITAL, Landor-road, 8.W.9. 
Applications are invited from Women candidates for the post 
of HOUSE SURGEON (pre-registration) at the above Hospital, 
vacant Ist September. Duties include general surgery and the 
successful candidate will also be required to provide relief for 
leave of the House Surgeon at the Annie McCall Maternity 
Hospital. 

Application forms from the Hospital Secretary to be returned 

not later than 17th August. 
SOUTH WESTERN HOSPITAL, Landor-road, S.W.9. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners for the post 
of MEDICAL REGISTRAR (including infectious diseases and 
tubercle ). The appointment, which will become vacant in 
September, 1957, is normally for 2 years, but subject to annual 
review. Candidates may visit the Hospital by arrangement. 

Forms a application obtainable from the Group Secretary, 
Lambeth Group Hospital Management Committee, Renfrew- 
road, S.E.11, and should be returned by 17th August, 1957. 
ST. JAMES’ HOSPITAL, Baiham, London, S.W.12. 
HOUSE SURGEON (general surgery). Post vacant 17th 
September. 

Applications, stating age, qualifications, experience, and 
to Group Secretary, Wandsworth Hospital 
above address by 14th August. (0373.) 


names of 2 referees, 
Group, at 
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ST. ANDREW’S HOSPITAL, Devons-road, Bow, E.3. 
SENIOR HOUSE OFFICER AN-®STHETIST required. Post 
recognised for D.A. and F.F.A.R.C.S. examinations. 
Applications, stating age, qualifications, and experience, with 
copies of 2 testimonials, should be sent to the Group Secretary, 
— Group Hospital Management Committee, 2a, Bow-road, 


ST. JOHN’S HOSPITAL, St. John’s Hill, 8.W.11. Senior 
HOUSE OFFICER, vacant mid-September. Duties mainly in 
Geriatric Department, with some orthopedic work. Post offers 
excellent experience in these 2 fields. Particularly suitable for 
one working for higher qualifications. 

Apply Medical Superintendent, with copies of 2 recent 


testimonials. _ : eer S 5 ea ee ee 
ST. MARY ABBOTS HOSPITAL, Marloes-road, Ken- 
sington, W.8. Applications are invited for appointment as 


REGISTRAR in Anesthetics. 
Abbots Hospital, but expected to work at other Hospitals in 
Group if required. Post recognised for the D.A. and application 
has been made for recognition for the F.F.A.R.C.S. Resident 
on nights on dut; Position vacant 1: at September. Candidates 
may visit the Hospital by arrangemen 

Applications (5 copies) to be cision by 16th August, 1957, 
on forms obtainable from, and returnable to, Group Secretary 
(L.67), 5, Collingham-gardens, London, 8.W.5. 
ST. NICHOLAS HOSPITAL, Piumstead, S.E.18. Senior 
HOUSE OFFICER (C asualty, Orthopedic and Fracture 
Departments), vacant 11th August. Recognised for F.R.C.S. 
6 months os ey YY and may then be renewed. 
Salary £819 10s. p.a., less £150 p.a. for residence. 


Position based at St. Mary 


« pply to Group Secretary, Memorial Hospital, Woolwich, 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 


W.C.1. Applications are invited for the post of REGISTRAR 
in the Department of Psychological Medicine for 1 year in the 
first instance to start as soon as possible. 

Applications, with names of 2 referees, to Administrator and 

Secretary by 19th August, 1957. 
WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
Applications are invited for the post of RESIDENT ANZS- 
THETIST (graded Senior House Officer), vacant 12th September, 
1957. Salary £819 10s. p.a., less £150 p.a. for board, lodging, &c. 
Recognised for the F.F.A.R.C.S. and D.A. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent imme- 
diately to Secretary, Forest Group Hospital Management 
Committee, , Langthorne- -road, E.11. 
WEST HAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE, Stratford, E.15. ANAZSTHETIST (Resident Senior 
House Officer grade) for 12 months commencing 11th August, 
1957. 6 months at Queen Mary’s Hospital for the East End 
and 6 months at East Ham Memorial Hospital. Combined post 
recognised for D.A. and F.F.A.R.C.S. 

Applications, with names of 3 referees, to Group Secretary, 

West Ham Group Hospital Management Committee, Stratford, 
E.15, immediately. - 
WHIPPS CROSS HOSPITAL, London, €.11. Appli- 
cations are invited for the post, vacant 8th October, 1957, of 
Pee registration HOUSE SURGEON (general surgery). Post 
recognised for F.R.C.S. 

Application ‘forms from Hospital Secretary to be returned by 

19th August, 1957. 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(No. 10) HOSPITAL GROUP. Applications are invited for the post 
of SENIOR HOUSE OFFICER (Casualty Officer) at above 
Hospital. This post, which is recognised by the Royal College 
of Surgeons for 6 months casualty training under the Fellowship 
regulations, becomes vacant 19th August, 1957. 

Application forms from the Hospital Secretary to be returned 
by 12th August, 1957. 

WHITTINGTON HOSPITAL, London, 
REGISTRAR required 2nd September, 1957. General Surgical 
Unit of 56 Beds. Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 

Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, by 13th August, 1957. 
ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 
AGEMENT. Applications are invited for the post of REGISTRAR 
in General Medicine at the Aberdeen Royal Infirmary, with 
duties in other hospitals. The post is a whole-time one, and the 
salary and conditions of service are in accordance with the 
terms issued by the Department of Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Group 
Secretary and Treasurer, Aberdeen General Hospitals, P.O. 
Box No. 92, 62, Queen’s-road, Aberdeen, within 14 days of the 
appearance of this advertisement. ie ee 
ABERDEEN. ROYAL ABERDEEN HOSPITAL FOR SICK 
CHILDREN. HOUSE OFFICER (pre- or post-registration) 
required for the period Ist August, 1957-3lst January, 1958. 
The post offers experience mainly in eye and skin conditions and 
is classified for pre-registration purposes as medical. 

Applications, with full details, to Group Medical Super- 
intendent, Royal Aberdeen Bacptes for Sick Children, Westburn- 
drive, Aberdeen, as soon as DOr De a + Sag 
ACCRINGTON. VICTORIA HOSPITAL. (114 Beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required for 6th September, 1957. Post 
recognised for F.R.C.S. and approved for pre-registration 
purposes. 

Applications to Group Secretary, Hospital Management 

Committee Office, Royal Infirmary, Blackburn. 
AYLESBURY, BUCKINGHAMSHIRE. ROYAL BUCK- 
INGHAMSHIRE HOSPITAL. OPHTHALMIC HOUSE OFFICER 
required immediately. Post recognised for D.O. 

Apply, with 2 names for reference, to Secretary Superintendent. 
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AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. (609 Beds.) HOUSE PHYSICIAN for the 


Pediatric Department (18 medical beds). The post qualifies 
for D.C.H Additional duties in Infectious Diseases Unit, 
Plastic Unit and Outpatients Department, Royal Buckingham- 


shire Hospital. Recognised pre-registration post, applications 
from registered practitioners will be considered. Post vacant 
3rd September, 1957. Interview 22nd August. 

Applications, with copies of 2 testimonials, to the Adminis- 

trative Officer. Closing date 13th August. 
ALEXANDRIA, DUNBARTONSHIRE. VALE OF LEVEN 
HOSPITAL. (155 Beds.) Applications are invited for the post of 
RESIDENT HOUSE PHYSICIAN at the Vale of Leven 
Hospital, Alexandria, Dunbartonshire, for the period Ist August, 
1957, until 3lst January, 1958. The post is recognised for 
pre-registration purposes. 

Applications should be addressed to the 
intendent at the above address. : 
ALTRINCHAM GENERAL HOSPITAL. Assistant 
SENIOR SURGICAL OFFICER (Junior Hospital Medical 
Officer grade). Applications are invited for this post in a hospital 
of 130 acute beds with a busy Casualty Department. The 
appointee would be required to exercise control of this Depart- 
ment and also to assist Resident Surgical Officer with the 
general surgical work of the Hospital. The post offers excellent 
opportunities of practical experience and postgraduate study to 
suitably qualified candidates and particularly those studying for 
higher surgical qualifications. 

Applications, with names of 2 referees, to Group Secretary, 

North and Mid-Cheshire Hospital Management Committee, 
Sinderland-road, Altrincham. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE OFFICER for general surgical and 
medical duties. 6 months appointment, not suitable for pre- 
registration candidates. 

Applications, stating age, qualifications, and experience, with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 
ASHFORD HOSPITAL, Ashford, Middiesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required. 
RESIDENT HOUSE SURGEON for Traumatic and 
Orthopedic Unit. 6 months appointment, suitable for pre- 
registration candidate. 

Applications, stating age, qualifications and experience with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. Applications are invited for the resident post of HOUSE 
OFFICER (surgical) (recognised for pre-registration) at the 
North Lonsdale Hospital, Barrow-in-Furness. Post available 
beginning of September. Recognised for F.R.C.S. 

Applications to the Group Secretary, Barrow and Furness 
Hospital Management Committee, 105, Abbey-road, Barrow- 
in-Furness. 


Medical Super- 





BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON (pre-registration) required. Post 
vacant 4th September, 1957. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra- ‘road, Barnstaple. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) SENIOR HOUSE OFFICER required, whose duties 


will be mainly casualty. Post tenable for 1 year. Small furnished 
flat available. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE PHYSICIAN required, recognised pre- 
registration appointment. 

Applications to Group 
Barnstaple. a 
BECKENHAM HOSPITAL, Kent. Senior House Officer 
(medical) required for 1 year from 30th August. Duties mainly 
in medical wards and outpatient departments under Consultant 
supervision. tesponsibility for supervision of 2 other House 
Officers, for whom Senior House Officer will be required to 
undertake occasional relief duties. 

Apply, stating age, qualifications, and experience, and naming 
3 referees, to Administrative Officer. é 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
229 acute beds.) HOUSE SURGEON (first, second or third 
post), vacant soon. General surgical duties, some orthopedics. 
Offering good opportunities for general experience in busy acute 
general hospital. Recognised for F.R.C.S. Approved pre- 
registration post. Married quarters may be available. 

Applications to Group Secretary. Lees : 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPASDIC HOUSE SURGEON (first, 
second or third post), vacant now. Offers gocd opportunity 
for general experience in busy acute general hospital. Approved 

pre-registration post. Fully qualified practitioners may apply. 
Recognised for F.R.C.S 

Apply Group ene mel 
BEXHILL HOSPITAL, Bexhill-on-S 
HOUSE SURGEON (resident) required. 
vacant now. National scale of salury. 

Apply to Hospital Administrator. 
BISHOP’S STORTFORD, HERTFORDSHIRE. HERTS 
AND ESSEX GENERAL HOSPITAL. so Beds.) Applications are 
invited for the post of HOUSE OFFICER (surgical), pre- 


Secretary, 19, Alexandra-road, 





(62 ~Beds.) 
Pre-registration post 





registration. Salary £467 10s.—£522 10s. p.a., less £125 in respect 
of residential emoluments. Appointment to commence imme- 
diately 


Applic ations, stating age, nationality, qualifications, and 
experience, with copies of 2 recent testimonials or the names of 
referees, to the Hospital Secretary. 








BANFF. CHALMERS HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER in General 
— at the above Hospital. The post is resident. 

Applications, giving details of qualifications and experience 
with the names of 2 referees, should be lodged with the Group 
Secretary, Board of Management for the Lower Banffshire 
Hospitals, St. Catherines, Banff. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Birmingham (Dudley Road Group), Dudley Road 
Hospital, Birmingham, 18 

REGISTRAR’ (E.N.T. surgery), non-resident for Dudley 
Road Hospital (approximately 40 E.N.T. beds). Post recog- 
nised for D.L.O. Experience specialty and higher qualification 
an advantage. 

(2) Birmingham (Selly Oak) Group, Oak Tree-lane, 
Birmingham, 29 

(a) SURGICAL REGIST RAR for Birmingham Accident 
Hospital (215 Beds). Duties with accident surgery team and 
possibility of transfer to Burns Unit. General surgical experience 
essential. Higher qualification an advantage. 

(b) REGISTRAR (obstetrics and gynzco’ ogy) for Selly Oak 
Hospital (1055 Beds—34 gynecological, sl obstetric ). Post 
recognised for the purpose of the M.R.C.f 

(3) Coventry No. 20 Group, athanow. and Warwick- 
shire Hospital, Coventry 

(a) REGISTRAR (pediatrics) for Coventry Hospitals. Non- 
resident. Experience specialty essential. Recognised D.C.H. 

(6) REGISTRAR a surgery) for Hospital of St. 


Cross, Rugby (156 Beds). Vacant 4th September. Experience 
specialty essential. Higher qualification desirable. Recognised 
F.R.C.S. Resident. 

(4) + ease “enna Group, Royal Salop’ Infirmary, 


rewsbury 

(a) REGIS TRAR (anesthetics) for Shrewsbury Group and 
Robert Jones and Agnes Hunt Orthopeedic Hospital. Resident/ 
non-resident. Recognised for D.A. and F.F.A.R.C.S. Duties 
mainly in Shrewsbury Group 

(b) MEDICAL REGISTRAR for Shrewsbury Group of 
hospitals (145 Beds). Resident. House available. 

—— -Trent Group, Princes-road, Stoke-on- 
rent 

MEDICAL REGISTRAR (chest diseases). Duties mainly at 
Cheshire Joint Sanatorium (305 Beds) with periods of transfer to 
Tuberculosis Unit (pregnancy and diabetic) at City General 
Hospital and Stoke-on-Trent Chest Clinic. The post offers wide 
experience in the investigation and medical and surgical treat- 
ment of tuberculosis and other chest diseases. Possible married 
accommodation available later. 

Application ae from Group Secretaries to be returned by 
12th August, 19 
BIRMINGHAM. THE SKIN HOSPITAL, INPATIENTS’ 
DEPARTMENT, George- -road, BIRMINGHAM, 15. SENIOR HOUSE 
OFFICER or HOUSE OFFICER (resident) required. Modern 
well- -equipped Inpatients’ Department, providing facilities for 
study ‘of skin diseases. Required to assist Consultant at out- 
patients clinics. 

Applications, with copies of 2 recent testimonials, to Group 
Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. The following resident appointment is now available. 

The Queen Elizabeth Hospital 

HOUSE SURGEON to the E.N.T. Department. Recognised 
for pre-registration candidates but registered medical practi- 
tioners may apply. 

Forms of applic ation may he ye or from the undersigned. 

G. A. PHALP, 
Secretary and Principal Administrative Officer. 

The United Birmingham Hospitals, The Queen Elizabeth 
Hospital, Birmingham, 15. 

THE UNITED BIRMINGHAM HOS- 
PITALS AND THE BIRMINGHAM REGIONAL ee BOARD. 
Applications are invited for the whole-tim ost of NON- 
RESIDENT RBERMATOLOGICAL REGISTRAR (Senior 
Registrar grade). Duties will include sessions at the Queen 
Elizabeth Hospital and other units of the Teaching Hospital and 
“ Hospitals of the Birmingham Kegional Hospital Board. 

Candidates must be registered medical practitioners, have had 
aa ious experience in the specialty, and should possess the 

ey of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned not later than 24th 
August, 1957. RAE 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of 
SURGICAL REGISTRAR (Senior Registrar grade) to the United 
Birmingham Hospitals. The appointment will be for 1 year in 
the first instance and subject to annual review. The successful 
candidate may subsequently be required to spend not more than 
2 years in a selected hospital of the Birmingham Regtonal 
Hospital Board in accordance with an arrangement for the 
interchange of Registrars agreed between the 2 Boards. Candi- 
dates must be registered medical practitioners and should 
possess the F.R.C.S. The appointment is non-resident but the 
successful candidate will be expected to take his turn of over- 
night reception duties. 

Forms of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned not later than 24th 
August, 1957. 

BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANACSSTHETIST (Senior House 
Officer grade). Main duties at Bolton District General Hospital 


BIRMINGHAM. 





and Bolton Royal Infirmary. Vacant mid- oe, tenable for 
12 months and recognised for the D.A. and F.F.A.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to Group Secretary, The 
Royal Infirmary, Bolton. . 
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BOURNEMOUTH AND EAST DORSET HOSPITAL 


MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of REGISTRAR in Orthopedic Surgery for the above Hospital 
Group consisting of 15 hospitals with 1638 Beds. The post 
which becomes vacant on 21st October, 1957, is tenable for 1 year 
in the first instance. The orthopedic work is conducted mainly 
at the 2 major hospitals in the Group: viz., Royal Victoria 
Hospital, Bournemouth, and Poole General Hospital, Poole, with 
100 orthopedic beds and large outpatient departments covering 
both traumatic and non-traumatic orthopeedics in all branches, 
in children and adults. 

Forms of application may be obtained from the Group 
Secretary, Bournemouth and East Dorset Hospital Management 
Committee, Hospital Management Committee Office, Royal 
Victoria Hospital, Gloucester-road, Boscombe, Bournemouth, 
and must be returned to him within 7 days of the appearance 
of this advertisement. : eed, os nia 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. (494 Beds, including 93 medical.) 
ne AND EAST DORSET HOSPITAL MANAGEMENT COM- 

MITTEE. Applications are invited for the ale of 
RESIDENT MEDICAL REGISTRAR at the above Hospital. 
Candidates must be registered medical practitioners and the 
possession of a higher qualification be considered an advan- 
tage. The post becomes vacant on Ist October, 1957, and is 
tenable for P year in the first instance 

Forms of application, obtainable from the Group Secretary, 
Bournemouth and East Dorset Hospital Management Committee, 

ital Management Committee Office, Royal Victoria Hos- 
na 9 Gloucester-road, Boscombe, Bournemouth, should be 
returned to him duly completed within 7 days of the appearance 
Pd amen. a ea 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON to the 
Orthopedic Unit. Salary in accordance with national scale. 
This post is rec ognised as a pre-registration appointment. 

Applications, stating age, qualifications, and experience, 
and naming referees, to the Physician-Superintendent, 
Brighton General Hospital, Elm-grove, Brighton. 





BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (130 Beds.) BRIGHTON AND LEWES 
HOSPITAL MANAGEMENT COMMITTEE. Vacancy for HOUSE 
PHYSICIAN for 6 months from late August. Post offers wide 
experience in pediatrics and is recognised for D.C.H. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of recent testimonials, to 
sent to the Administrative Officer as soon as possible. 
BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON required at the above Hospital, vacant end 
September. Recognised for F.R.C.S. and D.O. Successful 
applicant will be considered for senior post (Senior House Officer ) 
on completion of 6 months. 

Applications, stating age, qualifications, and experience, and 
naming 2 referees, to the Administrative Officer. 
BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
required for the Department of Thoracic Surgery (120 Beds) at 
Frenchay Hospital. 

Apply to Group Secretary, Frenchay Hospital, Bristol, giving 
age and experience and quoting 2 referees. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. Applications invited for the appointment 
of RESIDENT ANAESTHETIST at Frenchay Hospital (542 
staffed beds). The appointment will be made either in the 
House Officer or Senior House Officer grade according to the 
successful candidate’s qualific ations and experience. The 
position offers expe rience in thoracic, plastic, neuro and general 
surgery. Vacant immediately. The post is normally resident but 
applications for a non-reside nt post will be considered. 

Applications, stating age, qualifications, and previous posts, 
and naming 2 referees, to be sent to the Group Secretary, 
Frenchay Hospital, Bristol, by 16th August, 1957. 
BURTON GENERAL HOSPITAL AND ANDRESSEY 
HOSPITAL, BURTON-ON-TRENT. HOUSE SURGEON (gynrco- 
logical and obstetrics) required immediately at above Hospital. 
Post recognised for pre-registration purposes. 

Apply Group Secretary. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in Anesthetics, to the above 
Group of hospitals. The pect which will become vacant on 
lst October, 1957, is based at Bury General Hospital, and is 
recognised for the D.A. examination. 

Apply, stating full details, and names of 2 referees, to— 

H. WILKINSON, Esq., Group Secretary. 
Bury General Hospital, W almersley- road, Bury, Lancs. 


BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. ROSSENDALE GENERAL 
HOSPITAL. Applications are invited for the posts of HOUSE 
OFFICER in Surgery at the above Hospitals. The posts are 
vacant now. 

Apply, stating full details and names of 2 referees, to— 

H. WILKINSON, Group Secretary. 
Bury General Hospital, Bury, Lancs. 


CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
pppltcstions are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgical) (recognised by the Royal College 
of Surgeons and for Pre-registration Service ) which is now vacant. 
Salary and conditions of service as laid down by the Ministry of 
Health. 

Applications, stating age, qualifications, experience and 
nationality, with names and addresses of 3 referees, to the 
Group Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
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CAERPHILLY HOSPITAL. (226 Beds for acute general 
medicine and surgery.) Pre-registration HOUSE OFFICER 
(orthopedics and general surgery) required at above Hospital. 

Apply immediately, with names of referees, to the Group 
Secretary, Rhymney and Sirhowy Valleys ee Management 
} ae Central Offices, Caerphilly-road, Ystrad Mynach, 

7am 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Regis- 
TRAR or SENIOR REGISTRAR in Physical Medicine, for 
1 year in first instance from Ist October, reviewable annually. 
Higher qualification desirable for Senior post. 

Apply, with full particulars and names of 3 referees, to Sec- 
retary by 17th August. 

CABBRIBGE. THE UNITED CAMBRIDGE HOS- 

PITALS. ADDENBROOKE’S HOSPITAL, CAMBRIDGE. 

1 MEDICAL REGISTRAR (non-resident) for 1 year in first 
instance from Ist September, renewable for second year. 

1 HOUSE PHYSICIAN. 

1 HOUSE SURGEON. 

Both posts for 6 months from 3rd October ; recognised Pre- 
registration Service. 

RESIDENT ANESTHETIC SENIOR HOUSE OFFICERS, 
for 1 year from late September. Anesthetic experience essential. 

In all cases apply to Secretary by 17th August, stating age, 
nationality, qualifications and experience with dates, and with 
copies of 3 testimonials (but for Registrar vacancy names of 3 
referees ). 

Interviews :— 

Medical Registrar, 27th August. 

House Physician, 5th September. 

House Surgeon, 27th August. 

Senior House Officers, 23rd August. 

_P. J. BOURNE, Secretary. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(aneesthetics ). 

Applications, stating age, qualifications and previous experi- 
ence, together with the names of 2 referees, should be submitted 
to the Group Medical Superintendent, Law Hospital, Carluk 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. ios: 
tions are invited for the following resident posts (pre- or post- 
ae iT Re for the 6 months commencingIst August, 1957. 

USE OFFICER (orthopedic). ’ 

HOUSE OFFIC ER (s ical). 

HOUSE OFFICER (medical). 

Applications, stating age, qualifications and previous experi- 
ence, together with the names of 2 referees, should be submitted 
to the Group Medical Superintendent, Law Hospital, Carluke. 
CARLISLE. CUMBERLAND INFIRMARY. (331 Beds.) 
Applications are invited for the following SENIOR HOUSE 
OFFICER appointments which are now vacant. 

1 “ Specials *’ (E.N.T. and Eyes). 

1 Orthopeedics. 

__ Apply to the Group Secretary, Cumberland Infirmary, Carlisle. 
CHELMSFORD AND ESSEX HOSPITAL. Locum Tenens 
REGISTRAR in Surgery required to work at the above Hospital 
for — 17th-31st J upeet. Preference will be given to 
applicants holding F.R.C.S. 

prom ey to the Secretary, Chelmsford Hospital Manage- 
ment Committee, London-road, Chelmsford. 

CHERTSEY, SURREY. ST. PETER’S HOSPITAL pene 
Botley’s Park War Hospital). (430 Beds.) RESIDENT 
HOUSE SURGEON (Senior House Officer or Intern) re uired 
for Gyneecological (30 Beds) and E.N.T. (approximately 14 
Beds) Departments. Salary in accordance with terms and 
conditions of National Health Service. Post vacant 15th August. 

Applications, together with names and ad of referees, 

be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. _ 
CHESTERFIELD ROYAL HOSPITAL. House Officer or 
SENIOR HOUSE OFFICER required 17th August, 1957, for 
Casualty Department. Post recognised for the F.R.C.S. and 
Pre-registration Service. 

Please apply, with copies of ; testimonials, to— 

Boone, Group Secretary. 


CHICHESTER. ST. ae HOSPITAL. (400 Beds.) 
Required, SENIOR HOUSE OFFICER to the General and the 
Medical and Surgical Chest Units. Post becomes vacant at the 
end of September. 

Applications, stating age, qualifications and experience and 
giving names of 2 persons to whom reference may be made, 
should be sent to the Surgeon-Superintendent. 


COLCHESTER. ESSEX COUNTY HOSPITAL. (185 
Beds.) Applications invited for post of HOUSE OFFICER 
(surgical). First, second, third or ee. ne-registeation post, tenable 
for 6 months. Recognised for F. 

Applications, with copies of 3 Rs a I to Sr + Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 


CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(108 Beds Acute, and Continuation 32 Beds.) SENIOR HOUSE 
OFFICER (casualty ). odern well-equipped department. 
Whitley Council salary scale and conditions of service. 

Applications, stating age, qualifications, &c., with names of 
2 referees, to be sent as soon as possible to the Group Secretary, 
South Cheshire _—— Management Committee, Barony Hos- 
pital, Nantwich, Cheshire. 


DERBY. CITY HOSPITAL. Derby | No.1 “Hospital Manage- 
MENT COMMITTEE. Applications are invited for the posts of 
HOUSE SURGEONS (2 vacancies), pre-registration. Both 
posts are recognised for the F.R.C.S. and will be vacant 11th 
September, 1957. 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent to the Medical Superintendent, 
City Hospital, Derby, as soon as possible. 
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DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 Beds.) 
HOUSE SURGEON (pre-registration) or SENIOR HOUSE 
OFFICER (general surgery), vacant mid-September. Recog- 
nised for F.R.C.S. if held by Senior House Officer. 


Apply, stating full details with copies of 2 recent testimonials, 
to Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) SENIOR HOUSE OFFICER (E.N.T.), vacant 10th 
September. Recognised for 6 months training for F.R.C.S. 
(otolaryngology ). 

Apply, stating full details with copies of 2 recent testimonials, 
to Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) HOUSE PHYSICIAN (pre-registration) or SENIOR 


HOUSE OFFICER (general medicine), vacant 7th September. 
Apply, stating full details with copies of 2 testimonials, to 
Secretary. . 
DARTFORD, KENT. THE SOUTHERN HOSPITAL. 
PARTFORD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (general medicine) required from beginning of August 
at above Hospital. Post approved for pre-registration purposes. 
Applications, with full particulars, to the Medical Superin- 
tendent. 
DEWSBURY, YORKSHIRE. 
HOSPITAL. (311 Beds.) Applications are invited for the post of 
RESIDENT MEDICAL OFFICER (Junior Hospital Medical 
Officer grade) which <a yl vacant on Ist October, 1957. The 
appointment is tenable for 1 year in the first instance. 


STAINCLIFFE GENERAL 


The 
Hospital has an acute adult Medical Unit of 70 Beds and also a 
Pediatric Unit of 30 Beds. 

Applications, giving full particulars and the names of 3 
referees, should be sent to the Administrative Officer at the 
Hospital as soon as possible. -_ 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Applica- 
tions are invited for the post of HOUSE SURGEON (Interne or 
Senior House Officer). Post recognised for F.R.C.S 

Applications to the Group Secretary, Doncaster Hospital 
Management Committee, at Doncaster Royal Infirmary. 
DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING, SURREY. Applications are invited for the post of 
SENIOR HOUSE OFFICER (general surgery. casualty, ortho- 
predics and E.N.T.), vacant on Ist September, 1957. Recognised 
for the F.R.C.S. Married quarters may be available to suitable 
applicant. 

Apply, with testimonifils, to the Medical Superintendent, 
Dorking General Hospital. i ia 
DURHAM. UNIVERSITY OF DURHAM AND 
SHEFFIELD REGIONAL HOSPITAL BOARD. Joint training scheme for 
Registrars in Psychological Medicine. 3 REGISTRARS in 
Psychiatry required. The Registrars will be allotted to each of 
the following hospitals. The Towers, Leicester ; Carlton Hayes, 
Leicester ; and bem omg Sleaford, Lincs. Appointees to 
commence in September, 1957 These posts form a part of the 
Joint Training Scheme in Psychiatry sponsored by the Newcastle 
and Sheffield Regional Hospital Boards in conjunction with 
Durham University. The tenure wil] be subject to annual 
review and the duties will be changed periodically in order to 
provide varied experience including mental deficiency. The 
normal period of training will be 2-3 years according to the 
previous experience of the trainee. The regulations for the 
D.P. (Durham) require no special course of study for Part I 
of the examination. In order to take Part II the candidate will 
be given 6 months study leave with pay to attend a full-time 
course of instruction at Newcastle under the egis of the Pro- 
fessorial Department of Psychological Medicine. Full particulars 
of the Scheme may be obtained from the Senior Administrative 
Medical Officer, Sheffield Regional Hospital Board, Old Fulwood- 
road, Sheffield. 

Applications should be made to the Secretary of the Board by 
12th August, 1957, giving age, nationality, qualifications, present 
and previous appointments with dates, naming 3 referees. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

REGISTRAR in Obstetrics and Gynecology in the East 
Suffolk and Ipswich Hospital Group. Main hospital Ipswich 
and East Suffolk (Heath Road Wing)—48 obstetric and 35 
gynrecology beds. Post provides wide experience and recognised 
for M.R.C.O.G. Single accommodation available. Appointment 
for 1 year renewable for second year. Candidates invited to 
visit the Hospital by direct arrangement with Hospital Manage 
ment Committee Wie Ipswich and East Suffolk Hospital 
(Anglesea Roa d W 

ORTHOP. ‘EDIC ME EGISTR AR, Peterborough Group of 
hospitals. Appointment for 1 year renewable for second year. 
Candidates are invited to visit hospitals by direct arrangement 


with Hospital Management Committee Secretary, Memorial 
Hospital, Peterborough. 
Applications, stating age, experience and the names of 3 


referees, to Board's fenten Administrative Medical Officer, 117, 
Chesterton- road, Cambridge, by 12th August, 1957 


EAST FIFE HOSPITALS BOARD OF MANAGEMENT. 
omens “4 MATERNITY HOSPITAL, ST. ANDREWS (48 Beds), 
NETHERLEA MATERNITY HOSPITAL, NEWPORT (17 _ Beds). 
OBSTETRIC AL AND GYNACOLOGICAL REGISTRAR 
(resident) for the above North Fife Hospitals required on Ist 
November, 1957. The post is recognised for training for the 
M.R.C.O.G. An unfurnished house is available to rent in the 
hospital grounds at Craigtoun if desired. 

Apply, in writing, giving the names of 3 referees, to the 
Medical Superintendent, East Fife Hospitals Board of Manage- 
ment, 243a, High-street, Kirkcaldy. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required immedi- 
ately. Pre-registration post. Recognised for F.R.C.S. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 




















EPSOM, SURREY. LONG GROVE HOSPITAL (for 
Mental and Nervous Disorders). (2100 Beds.) souTH WEST 
METROPOLITAN REGION. Applications are invited for an 
appointment as Whole-time PSYCHIATRIC REGISTRAR. 
The Hospital affords opportunity for experience of all modern 
methods of investigation and treatment. There is an extensive 
Outpatients Service and facilities are given to study for the 
D.P.M. (The Hospital is approved for the Conjoint D.P.M.) 

Forms of application may be otained from the Secretary and 

should be returned to him not later than 2 weeks after the 
appearance of this advertisement. Candidates will be welcome 
to visit the Hospital by appointment with the Physician- 
Superintendent. 
EDGWARE GENERAL HOSPITAL. (702 Beds.) Junior 
HOSPITAL MEDICAL OFFICER (non-resident) required in 
the Casualty Department at above Hospital. Post vacant 
5th September, 1957. 

Apply, stating age, nationality, qualifications and giving details 

of experience together with the names and ad 2 referees, 
to Group Secretary, Hendon ie. Hospital Menegetnent 
Committee, Edgware General Hospital, Edgware, Middlesex, by 
10th August, 1957. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(702 Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital. Post vacant 16th 
August, 1957, and recognised for F.R.C.S. purposes. 

Apply, stating age, nationality, qualifications and experience, 
together with the names and addresses of 2 referees, to Group 
Secretary, Edgware General Hospital, by 17th August, 1957. 
FARNBOROUGH HOSPITAL, Kent. (800 Beds.) Ortho- 
PAZDIC SENIOR HOUSE OFFICER es for 1 year from 
26th September. Recognised for F.R.C. 

Apply, stating age, qualifications with dates, and experience, 
and naming 3 referees, to Administrative Officer. 
FARNBOROUGH HOSPITAL, Kent. (800 Beds.) Senior 
HOUSE OFFICER in Anesthetics (resident) required for 1 
year from 14th ~~ Recognised for D.A. and F.F.A.R.C.S. 

Apply, giving details of age, qualifications with dates, and 
experience, and naming 3 referees, to Administrative Officer. 





GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
SENIOR HOUSE OFFICER required for Ophthalmology. Post 
is vacant on 23rd August and resident accommodation is avail- 
—s, a7 appointment is recognised for both the F.R.C.S. 
and D.O. 

Apply as soon as possible, with copies of 3 testimonials, to 
the Hospital Secretary. 

GUILDFORD. ST. LUKE’S HOSPITAL. Senior House 
OFFICER, Group Pathology Laboratory. Post open b 
September. 

Applications, with names of 2 referees, to Hospital Secretary, 

St. Luke’s Hospital, Guildford. 
GRIMSBY Se HOSPITAL. Grimsby Hospital 
MANAGEMENT CO oy are invited for the post 
of SENIOR HOUSE ‘OFF JER (orthepedic). Orthopsdic 
Unit of 71 Beds. Resident establishment—Registrar and 2 
House Officers. ” Up- -to-date Medical Library and reading 
facilities available. 

Applications, roe so a4 . more. to Hospital Secretary. 
GRIMSBY GE TAL. Applications are 
invited for C ASUALTY. OFFIC TR (Senior House Officer de) 
with some E.N.T. duties. Post vacant mid-September. p-to- 
date Medical men 4 and reading facilities available. 

Applications, with names and addresses of 2 referees, to 

Hospital Secretary. 
GRIMSBY GROUP OF HOSPITALS. (Recognised for 
training for M.R.C.O.G.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT or NON-RESIDENT REGISTRAR 
(obstetrics and gyneecology) required. Appointment for 1 year 
in first instance. 

Apply to Secretary, Sheffield Restenel . i a Old 

Fulwood-road: Sheffield, by 12th August, giving age, 
nationality, qualifications, present and Solem. ‘appointments 
with dates, naming 3 referees. 
GREAT YARMOUTH. NORTHGATE HOSPITAL AND 
ISOLATION HOSPITAL. NORWICH, LOWESTOFT AND GREAT YAR- 
MOUTH HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSI- 
CIAN (Senior House Officer status) required at the above 
hospitals which comprise an active Geriatric Unit, together with 
a Department for Infectious Diseases. Residential accommoda- 
tion provided. The successful candidate will work under the 
supervision of a whole-time Registrar and 2 Consultant Physi- 
cians visiting 3 times weekly. Membership of a Medica] Defence 
Society is a condition of appointment. 

Applications, giving full details, together with names and 

addresses of 2 referees, to the Secretary, Northgate Hospital 
Gt. Yarmouth. 
——— ta Sab HOSPITALS BOARD OF 
MANAGEMEN Applications are invited for the post of SENIOR 
HOUSE OFFIC ER in the Surgical Unit at Western District 
Hospital, Glasgow. The appointment will be for 1 year in the 
first instance. 

Applications, stating age, ae ap as and presen 
appointment and naming referees, to be lodged with the 
Seeeeneny, 13, Woodside-place, Glasgow, C.3, by 17th August, 

ot. 

GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN, 
YORKHILL, GLASGOW, C.3. There are 2 vacancies at the above 
Hospital for the posts of RESIDENT HOUSE SURGEON in 
Peediatrics for the term commencing Ist August, 1957. . These are 
pre-registration posts. 

Applications should be addressed to the Medical Super- 
intendent. 
GLASGOW, 8.2. 








VICTORIA INFIRMARY. Vacancies 


exist from ist August for pre- or post-registration posts— 
HOUSE SURGEONS in Orthopedic and E.N.T. Departments. 
Apply Medical Superintendent. 
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GLASGOW. HAWKHEAD (MENTAL) HOSPITAL, 510, 
Crookston-road, GLASGow, S.W.3. Applications are invited for 
the post of SENIOR HOUSE OFFICER in Psychiatry (Male or 
Female. resident or non-resident). The post offers wide experi- 
ence and training in all aspects of psychiatry (inpatient and out- 
yatient), and all — methods of treatment are carried out. 
Recognised for D.P. 

Applications, a with the names of 2-referees, should be 
forwarded as soon as possible to Physician-Superintendent at 
above address. ie y ee mh 
HALIFAX. ROYAL HALIFAX INFIRMARY. House 
PHYSICIAN required in General Medicine. Post now vacant. 

Apply to Group Secretary, Royal Halifax Infirmary, Halifax. 
HASTINGS AND ST. LEONARDS-ON-SEA. BUCHANAN 
HOSPITAL. (94 Beds.) HOUSE SURGEON required for 28 
gynecological beds in Hospital in course of being changed into 
unit for obstetric and synec ological patients only. Post is vacant 
8th September and recognise d for M.R.C.0.G. Candidates for 
Pre-registration Serv ice (surgery) can be considered. 

Apply, giving names and addresses of 3 referees, to Hospital 
Administrator. ee ae 
HEREFORD. GENERAL HOSPITAL. (154 Beds.) 
HOUSE OFFICER (general s ry) required, pre-registration 
post. Hospital recognised b .C.S. uties include care of 

mera] surgical beds and in addition for 3 months of orthopmdic 

and for 3 months of E.N.T. beds. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary, Victoria House, Eign-street, Hereford. 
HUDDERSFIELD. MILL HILL HOSPITAL. (132 } Bede. 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Appice 
tions are invited for the post of RESIDENT ME CAL 
OFFICER (Junior Hospital Medical Officer grade—£852 108.-£55-— 
£1182 10s. p.a.) at the above Hospital. The present allocation 
of beds is 28 for infectious diseases and 104 for geriatric patients. 

Spr em together with copies of 3 recent onials, 
to be addressed to the undersigned as soon as possible. 

H. J. Jounson, Group Secretary 
Huddersfield Hospital Management Coramittee. 

The Royal Infirmary, Huddersfield. Ae 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. The 
post is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secre’ to the Management Committee. 
The Royal Infirmary, Hudderefield. ' 3 eer 
KIRKCALDY GENERAL HOSPITAL. House Officers 
required to commence duty at lst August and Ist October, 1957. 
The Hospital has 74 general surgical and orthopeedic beds and a 
busy Casualty and Outpatient Department. The posts qualify 
for pre-registration. Salary in accordance with national scale. 

Apply, in writing, to the Medical Superintendent, East Fife 
Hospitals Board of Management, 243A, High-street, Kirkcaldy. 
KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER in Pathology required 
Ist. October, 1957. Excellent opportunity for basic training in all 
branches. 

Applications to the Group Pathologist, acon Hospital, 
Kingston-on-Thames, by 17th August, 1957 
KINGSTON HOSPITAL, Wolverton- =quenea; Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified medical 
officers for the post of SENIOR HOUSE OFFICER (peediatric), 
vacant on Ist October, 1957. 

Applications, stating age, qualifications and experience, with 
2 recent testimonials, should reach the Physician-Superintendent 
of the Hospital within 7 days of this advertisement. os 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified medical 
officers for the post of SENIOR HOUSE OFFICER (gynzeco- 
logy), vacant on Ist October, 1957. Recognised for M.R.C.O.G, 
purposes. 

Applications, stating age, qualifications and experience, with 
2 recent testimonials, should reach the Physician-Superintendent 
of the Hospital within 7 days of this advertise ment. a Pe 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified and 
experienced medical] officers for the post of Full- time CASUALTY 
AND ORTHOPZZDIC REGISTRAR which is vacant now. The 
duties will be mainly in the Casualty Department, for the 
running of which he will be responsible, and will include duties 
in the Fracture and Orthopedic Departments. The successful 
candidate will be required to live in the Hospital or occupy a 
duty room when on duty. 

Forms of application are obtainable from the Group Secretary, 
35, Coombe-road, Kingston-on-Thames, and should be returned 
to him as soon as possible. TSI OSI 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified medical 
officers for the post of SENIOR HOUSE OFFICER (casualty 
and orthopedic), vacant on Ist October, 1957. Recognised in 

casualty for F.R.C.S. purposes. 

Applications, stating age, qualifications and experience, with 
2 recent testimonials, should reach the Physician-Superintendent 
of the Hospital within 7 days of this advertisement. __ 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopeedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the 


Hospital Secretary. 
36 





ILFORD. KING GEORGE HOSPITAL, Eastern-avenue, 
ILFORD. There will be a vacancy for a HOUSE PHYSICIAN at 
above Hospital on 7th September, 1957. First or second post 
pre-registration. The post will be tenable for 6 months. 

Applications, giving full particulars and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance ¢ this advertisement. 

H. HARRIS, Group Secretary, 

Iiford and we Group wap Meapatet Management Committee. 

King George Hospital. 

LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
General Surger 

Hospitals in “the York A Group (150 general surgical beds). 
Non-resident. If desired, the duties may be altered to en 
a proportion of orthopedic surgery. Recognised for F.R.C.S 
May include some duties in the Casualty Department. 
Ophthalmology 

Halifax Group (11 eye beds). 

Psychiatry 

Stanley Royd Hospital, Wakefield (2000 Beds). Facilities 
for attendance at the Leeds University will be provided if the 
successful candidate is studying for the D.P.M. 

Thoracic Surgery 

Thoracic Surgery Units at the Bradford Royal Infirmary and 
the Middleton Hospital (aggregate of 60 eds, both non- 
tuberculous and tuberculous cases). Non-resident. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 15th August, 1957. 
LEEDS REGIONAL HOSPITAL BOARD. Senior Regis- 
TRAR in Psychiatry, Stanley Royd Hospital, Wakefield (2000 
Beds), and Associated Clinics. It is anti icipated that the suc- 
cessful candidate will undertake 2 clinical sessions (which may 
include research) in association with the Department of Psychi- 
- Ki the University of Leeds. Candidates must hold the 

or equivalent qualifications. Married accommodation 
ao = available. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together = the names 
and addresses of 3 referees, to the Secretary, Registrars 
Committee, Park-parade, Harrogate, by 22 pra 1957. 
LEEDS on tena HOSPITAL BOARD. Senior 
Registrar vaca’ 

SENIOR REGISTRAR in ee peer ge Storthes Hall Hospital, 
os gg  B Huddersfield (2600 Beds), and associated 

Non-res' 

SENIOR REGISTRAR in Chest Diseases at the Leeds Chest 
Clinic. Duties will also include the supervision of cases of 
pulmonary tuberculosis at Killingbeck ospital and of non- 
tuberculous chest diseases at the Leeds Public Dispensary and 
St. James’s Hospital. The post is non-resident. The successful 
candidate will be expected to undertake certain duties in the 
Leeds General Infirmary where there will be opportunities for 
close association with the Department of Thoracic oweny. 
Appreciable experience in general medicine is essential and in 
= diseases desirable. A higher qualification will be an 

van 


tage. 

Applications, stating age, qualifications, and details of appoint- 
ments held (showing dates), and the names and addresses of 3 
referees, to the Secretary, Joint Registrars Committee, Park- 
parade, Harrogate, by 15th August, 1957. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM _TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anssthetics, general medicine, 
general and orthopeedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, should com- 

municate with the Secretary, Joint Registrars Committee 
Park-parade, Harrogate. 
LEEDS. UNITED LEEDS HOSPITALS/LEEDS REG- 
IONAL HOSPITAL BOARD. REGISTRAR in Thoracic Surgery. 
First year normally at the Regional Thoracic Centre, Pinderfields 
General Hospital, Wakefield (56 Beds), which is under .the 
charge of the Consultants to the Teaching Hospital. Second year 
if possible at the General Infirmary at Leeds. Recognised for 
¥ C.S. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the os Joint Registrars 
Committee, Park-parade, Harrogate, by 22nd August, 1957. 
LIVERPOOL, 15. SEFTON GENERAL HOSPITAL. 
(995 Beds.) Applications are invited for the appointment of 
RESIDENT HOUSE PHYSICIAN (psychiatric) for the Male 
Mental Unit at the above-named Hospital for the 6 months 
commencing Ist September, 1957. The post is recognised for 
pre-registration purposes. 

Application forms obtainable from the undersigned to whom 
they should be returned as soon as possible. 

GARNET CHAPLIN, Secretary to the Committee. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Applications are invited 
for appointment as SENIOR REGISTRAR in Obstetrics and 
Gynecology for the period Ist October, 1957 (or earlier if possible ) 
to 30th September, 1958. Annual re-appointment thereafter 
until completion of the normal period of training will be con- 
sidered without need for y= application. It is the practice 
of both Boards to arrange for the periodic rotation of Senior 
Registrars in Obstetrics and Cyaee ecology during their period of 
training between the Liverpoo Maternity Hospital, Mill Road 
Maternity Hospital, and the Women’s Hospital. While at the 
Liverpool Maternity Hospital it is rome rang to sleep in on nights 
on duty and while at Mill Road Maternity Hospital it is necessary 
to be fully resident, married quarters being available. 

“yp - by 19th August on form obtainable from the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 


Registrar 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL EAR, NOSE AND THROAT INFIRMARY. Applications 
are invited for a post of RESIDENT SENIOR HOUSE 
OFFICER in Otorhinolaryngology now vacant for the period 
to 30th September, 1958. 

Apply by 17th August, 1957, on form obtainable from the 

Secretary, United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 
LivaapsoL THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL MATERNITY HOSPITAL. Applications are invited for a 
post of RESIDENT REGISTRAR in Pediatrics for the year from 
Ist October, 1957, to 30th September, 1958. Annual re- appoint- 
ment thereafter until completion of the normal period of training 
will be considered without need for further application. 

Apply by 17th August, 1957, on form obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (pediatrics) required. Duties include care of newborn 
and premature babies, exchange transfusions, neonatal surgery 
and duties at a maternity unit. This post offers excellent oppor- 
tunity for the study of metabolic diseases in childhood and 
infancy. A new cubicled unit is being opened. Appointment for 
1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 12th August, 1957, giving age, 
nationality, qualific ations, present and previous ‘appointments 
with dates, naming 3 referees. 

LLANELLY HOSPITAL, Lianelly. (162 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of JUNIOR HOSPITAL MEDICAL OFFICER 
in Anesthetics at the above Hospital. Vacancy ist October, 
1957. The Hospital is recognised for the D.A. examination, and 
consideration is being given for recognition for the F.F.A.R.C 
The successful candidate will be granted facilities to attend 
monthly aneesthetic lectures and discussions which are held at 
the Cardiff Royal Infirmary. 

Applications, stating age, experience and qualifications together 
with the names of 2 referees, should be sent to the Secretary 
of the Hospital. . E. JONES, Group Secretary. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
——s gy = (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 

OMMITTEE. Applications are invited for the appointment of 
SENIOR HOU ae SURGEON in the E.N.T. Department of the 
above Hospital. Post vaeant Ist August, 1957. There are 55 
E.N.T. beds and 6 specialist operating sessions each week. 
Valuable experience is available, ~ the post is recognised for 
the purpose of the F.R.C.S. and the D.L Salary will be 
£819 10s. a year, less £150 a year for residential emoluments. 

Applications to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
MANSFIELD. HARLOW WOOD ORTHOPAEDIC HOS- 
PITAL. (328 Beds. Recognised for the F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 
GICAL OFFICER (Registrar grade) required. Post. offers 
long-term training in orthopedics and traumatic surgery. 
Opportunity for hand surgery work. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 12th August, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

MANCHESTER. CRUMPSALL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Medicine, vacant 23rd September, 1957. 

Applications, with names of 2 referees, by 12th August, 1957, 
to Group Secretary, North Manchester ——- Management 
Committee, Crumpsall Hospital, Manchester, 8 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited from registered medical practitioners for the 
post of CASUALTY OFFICER (Senior House Officer grade) at 
the above-named Hospital. This post is recognised by the 
Royal College of Surgeons. 

Applications, stating age, qualifications, present post, experi- 

ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, within 7 days of the appearance 
of this advertisement. 
MANCHESTER REGIONAL HOSPITAL BOARD. Black- 
BURN ROYAL INFIRMARY. REGISTRAR (medicine) required 
early September, 1957. Resident post. Duties at Royal Infir- 
mary, Blackburn (262 acute beds) as arranged by Consultant 
Physician. 

Application forms from Group Secretary, Hospital Manage- 
ment Committee Office, Royal Infirmary, Blackburn, Lancs. 
MANCHESTER REGIONA.~ HOSPITAL BOARD. Appli- 
cations are invited for a resident post of REGISTRAR in the 
Obstetric and Gynecology Department in the Barrow and 
Furness Group of hospitals. The post will be available about 
the beginning of October next. 72 obstetric/gynzcological beds 
in main unit ; outpatient departments and extensive surgical 
experience. Recognised for D.Obst.R.C.0.G. 

Applications to Group Secretary, Barrow and Furness Hospital 
Management Committee, 105, Abbey- -road, Barrow-in-Furness, 
not later than 10th August, 1957. 

MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered medical practitioners for the 
post of REGISTRAR in Plastic Surgery. The duties are largely 
at the main Plastic Unit at Wythenshawe Hospital, which is a 
general hospital with 71 plastic surgery beds. In addition the 


holder of this post attends other hospitals where plastic surgery 
is carried out under the direction of the Consultants. 
Applications, stating age, qualifications, present post, and 
experience, together with the names of 2 referees, to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 








MANCHESTER REGIONAL HOSPITAL BOARD. Salford 
HOSPITAL MANAGEMENT COMMITTEE. SURGICAL REGISTRAR 
required at Hope Hospital, Salford, 6, vacant now. A busy 
ger hospital offering excellent experience. Recognised for 
'.R.C.S. 


referees, should be sent to the 


Applications, with names of 2 
Salford, 3, before 


Group Secretary, Salford Royal Hospital, 
17th August, 195 

MANCHESTER “REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in 
Obstetrics and Gynecology, 1 of 2, in the West Manchester 
Group of hospitals with main duties at Park Hospital, Davy- 
hulme. There are 73 obstetric beds, 31 gynecology beds and a 
special-care Baby Unit of 7 Beds at Park Hospital. Vacant end 
of September. Appointment for 1 year, renewable. 

Application forms from Group Secretary, Park Hospital, 
Davyhulme. Wee SLPS 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGIS- 
TRAR to the Department of Diagnostic Radiology, to commence 
early in October. Whole-time, non-resident appointment, for 12 
months, renewable. 

Application form obtainable from the undersigned, to be 
returned not later than 24th August, 1957. 

G. H. TAYLor, Secretary. 
= MANCHESTER HOSPITAL 
MANAGEMENT COMM PARK HOSPITAL, DAVYHULME. 
(General Hospital-433- Beds. ) HOUSE OFFICER (general 
surgery) required, pre-registration. Post recognised for F.R.C.S. 
examination. Post now vacant. 

Application form from Secretary. j 
NEWPORT, MONMOUTHSHIRE. ROYAL GWENT 
HOSPITAL. (260 Beds. 10 Residents. Recognised F.R.C.S.) 
SENIOR HOUSE OFFICER required for Casualty Department 
about Ist August, which is under the full-time charge of a Senior 
Hospital —— al Officer and there are also 2 Senior House Offi- 
cers. The Department has recently been rebuilt and re-equipped, 
and all medical and surgical admissions pass through it. Tenable 
for 12 months at candidate’s option. Excellent experience. 

Write, quoting 2 referees, to T. A. JoNES, Group Secretary. 

64, Cardiff-road, Newport, Mon. 
NEWCASTLE GENERAL HOSPITAL. 
TYNE HOSPITAL MANAGEMENT nae. SENI OUSE 
OFFICERS (2), general surgery. Resident posts. 1 vacant 
j6th Acqua. 1957, 1 vacant Ist October, 1957. Both recognised 
or F.R.C.S§ 

Applications, together with the aames and addresses of 2 
referees, should be sent to the Secretary, Newcastle General 
Hospital, Newcastle upon Tyne, 4. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR NEUROSURGEON (whole-time) for Regional 
Neurosurgery Service—main centre Newcastle General Hospital 
(848: Beds) ; in addition, appointee will be required to under- 
take duties in the Sunderiand and Tees-side Groups of hospitals. 
House available in Newcastle at reasonable ren 

Applications, with names and addresses of 3 referees, to Senior 


MANCHESTER. 


 aenceatie upon 


Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL a ae BOARD. New- 
CASTLE GENERAL HOSPITAL. (848 Beds.) REGISTRAR 


OBSTETRICIAN AND GYN a aw gy (whole-time), resi- 
dent, in unit of 100 Beds. Recognised for M.R.C.O.G. This is a 
teaching unit in obstetrics and gynecology for King’s College 
Medical School. Successful candidate will be expected to 
undertake clinical undergraduate teaching. He may also be 
required to spend part of his time in the associated unit (50 
Beds) of the Hexham Group of hospitals. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the non-resident 
appointment of MED CAL REGISTRAR at the Royal Victoria 
Infirmary. The post will offer scope to prepare for a higher 
degree. The appointment is for 1 year in the first instance and 
will be subject to the terms and conditions of service of hospital 
medical staff in the National Health Service. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

y. . SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, New castle upon Tyne. 

THE UNITED NEWCASTLE UPON 
a are invited for 2 non-resident 
whole-time appointments of IOR HOUSE OFFICER in 
a General Medical Clinic at the ~~ al Victoria Infirmary. The 
appointments are for 1 year and will be subject to the terms and 
conditions of service of hospital medical staff in the National 
Health Service. The salary will be at the rate of £819 10s. p.a. 
subject to the appropriate deductions. 

Applications, giving full details and the names and addresses 

of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 
. W. SANDERSON, House Governor and Secretary. 

Royal Victoria ‘Infirmary, Newcastle upon Tyne. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the non-resident 
appointment of REGISTRAR in the Department of Radio- 
therapy at the Royal Victoria Infirmary. he appointment 
will be for 1 year in the first instance and subject to the terms 
and conditions of service of oy medical staff. Opportunities 
will be given for study for the I Py 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance | of this advertisement. 

V. SANDERSON, House Governor and Secretary. 

Royal Vi ie toria Infirmary, Newcastle upon Tyne. 
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NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time, 
non-resident post of SENIOR REGISTRAR RADIO- 
THERAPIST, in the first year tenable at the Royal Victoria 
Infirmary. Candidates should hold a recognised Diploma in 
Radiotherapy or a higher qualification in medicine or surgery. 
The appointment is for 1 year in the first instance, and may be 
renewed to a maximum of 4 years. In any reappointment the 
successful candidate may be 
hospital under the Newcastle Regional Hospital Board. The 
appointment will be subject to the terms and_ conditions of 
service of hospital medical staff in the National Health Service. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the unde rsigned within 2 weeks 
of the appearance of this advertisement. 

V. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 

NORWICH. UNITED NORWICH HOSPITALS. Norfolk 
AND NORWICH HOSPITAL. Locum REGISTRAR ANASSTHETIST 
required for period 16th September-16th December, 1957. 
Resident or non-resident. Salary £19 5s. per week in accordance 
with terms and conditions of service of hospital medical staff. 
Membership of a Medical Defence Society is a condition of 
appointment. 

Applications, stating eee, qualifications and experience, 
together with names of 2 referees, to Group Secretary, Hospital 
Management Committee, St. Stephen’s-road, Norwich. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) ~ Appili- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(general surgery), vacant 16th September, 1957. The post is 
approved for the F.R.C.S. The officer appointed will also be 
required to undertake certain duties in the Orthopedic Depart- 
ment. A deduction of £150 p.a. will be made for residential 
emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. et i Kosi! 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE SURGEON, vacant 
lst September, 1957. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. 
OFFICER (surgery) required; duties to 
mid-August. 

Applications, 


Senior House 
commence about 


stating age, qualifications and experience, and 
nationality, together with copies of testimonials, to be sent to 
the Group Secretary, Geaeral Hospital, Nottingham. 

OXFORD. LITTLEMORE (MENTAL) HOSPITAL AND 
ASHHURST CLINIC. Applications are invited for the post of 
SENIOR HOUSE OFFICER. Previous experience as House 
Surgeon or Physician essential. Previous psychiatric experience 
unnecessary. The Physician appointed will work primarily in 
the Insulin Therapy Clinic and with a Senior Consultant at 
outpatient clinics. There are ample facilities for postgraduate 
study in a teaching general hospital. Salary £819 10s. p.a. 

Apply, Physician-Superintendent, Littlemore Hospital, near 

Oxford. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Ophthalmology to the hospitals and clinics of the Reading 
area. The appointment will be for 1 year, eligible for extension 
to a second year. Recognised for the F.R.C.S. and D.O. 

Applications on forms obtainable from the Secretary, Registrars 
Committee, 43, Banbury-road, Oxford, should reach him by 
12th August. 

OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for gh my of HOUSE OFFICER in the Oxford 
Eye Hospital, with effect from Ist October, 1957. 

Applications, stating age, qualifications and experience, 
together with the names of 2 referees, to the Administrator, 
Radcliffe Infirmary, Oxford, by 10th August. 

PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER from Male registered medical practitioners who have 
tn oe A been qualified for 1 year, and have previous 
ospital experience. The applicant should be able to drive a car. 
The duties, in 2 departments, will be chiefly in connection with 
infectious and venereal diseases, the former including a sub- 
stantial proportion of cases in children. The varied clinical work, 
including acute medical cases, provides valuable experience, 
particularly to those reading for a higher medical degree, or 
contemplating General Practice. The E pointment will be for 
1 year, vacant on 25th August, 1957. e post is non-resident, 
but the successful candidate will be osgutbea to live near the 
Hospital and be on the telephone. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Special 
Hospital Management Committee, 8, Nelson-gardens, Stoke, 


Plymouth. ; i . ‘ 

PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
HOUSE PHYSICIAN (resident, Male), post vacant 25th 
August, 1957. Ree d pre-registration post which offers 


excellent experience. 

Applications should be sent to the Group Secretary, Plymouth 
Special Hospital Management Committee, 8, Nelson-gardens, 
Stoke, Plymouth, Devon. 


PAISLEY AND DISTRICT HOSPITALS BOARD OF 
MANAGEMENT. MATERNITY UNIT. HOUSE OFFICER required 
for term commencing Ist August, 1957. Applicants should 
preferably have held a previous hospital p ost. 

Applications to Group Medical Gupesbabendont, Royal Alex- 
andra Infirmary, Paisley. 
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PAISLEY. ROYAL ALEXANDRA INFIRMARY. Junior 
HOSPITAL MEDICAL OFFICER required for Casualty Depart- 
ment. The post is non-resident, and will become vacant in mid- 
August. 

Applications to Group Medical Superintendent. 
PONTEFRACT. HEADLANDS HOSPITAL. — 
PHYSICIAN (Senior House Officer grade) required to fill a 
peat JS aueve Hospital. This is a modern Geriatric ‘Sinit of 

Applications as soon as possible to the Secretary, Pontefract 
and Castleford Hospital Management Committee, Great Northern 
House, Salter-row, Pontefract, Yorkshire. 

PORTSMOUTH AND ISLE OF WIGHT AREA PATHO- 
LOGICAL SERVICE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the post of 
REGISTRAR in Pathology. The successful candidate will be 
expected to do a tour of duty in the Departments of Bacteriology, 
Hematology, Histology and Biochemistry at the Central 
Laboratory, and may also be required to work in any of the 
Laboratories covered by the Service. The Laboratory is recog- 
nised for the Diploma of Pathology. Vacant Ist Octaber, 1957. 

Forms of application may be obtained from the Group re- 
tary, Portsmouth ois 2 Hospital Management Committee, 
Saint Mary’s Hospital, Milton, Portsmouth, which should ” 
returned to him duly completed on or before 12th August, 1957 
Canvassing will disqualify. Candidates may visit the Central 
Laboratory, Milton-road, Portsmouth, by arrangement with the 
Senior Pathologist. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 








Queen Alexandra Hospital 

HOUSE PHYSICIAN (78 medical beds) (pre-registration), 
prey now. 

aint Mar 3 Bam: pra (130 surgical beds) 
HOUSE SU ONS (pre-registration) vacant now and 
llth August, sth (2). 

HOU oe — SICIANS (74 medical beds) (pre-registration), 
vacan 

a SE OFFIC ER (53 pediatric beds), vacant 15th August, 


Royal oo oe Hospital, Orthopedic Department 
10 
HOUSE OFFICER (pre-registration), vacant 27th August. 

Applications, stating age, experience, and a eo ll 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. HURST. 

Saint Mary’s Hospital, Milton-road, Portsmouth. = 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. QUEEN ALEXANDRA HOSPITAL. Locum SURGICAL 
REGISTRAR required for approximately 3 months from 26th 
August, 1957. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be submitted as 
soon as possible to E. H. Hurst. 

Saint Mary’s Hospital, Milton-road, Portsmouth. 

READING AND DISTRICT HOSPITAL MANAGEMENT 


COMMITTEE. Appl “pF on invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (area Accident and Orthopedic 
Department), vacant immediately. Recognised for F.R.C.S 


Duties including work in area Casualty Department at Battle 
Hospital, Reading (300 Beds). Person appointed will work with 
Registrar and House Officers. 

Apply, stating nationality, present post, and qualifications 
with dates, together with names of 2 referees, to Group Secretary, 
3, Craven- road, Reading. i mL aE 
READING AREA DEPARTMENT OF MEDICINE. Appli- 
cations are invited from registered and provisionally registered 


me edical ractitioners for 2 posts as RESIDENT ~eg 
PHYSICIAN vacant Ist September, 1957, for a period of 6 
months. Successful candidates will be required 


carry out 
duties at the following Reading Hospitals : Royal Berkshire 
ity gee Beds), Battle (374 Beds) and Prospect Park 


Write immediately, stating age, qualifications with dates, 
nationality, present post, with copies of 2 recent testimonials, 
to Secretary, Royal Berkshire Hospital, R 
READING. BATTLE HOSPITAL. (391 Beds.) Applica- 
tions are a ted from registered medical practitioners for the 
post of RESIDENT JUNIOR HOUSE SURGEON in the 
Accident aaa Orthopedic Department. Post vacant Ist 
August. F.R.C.S. recognise Also casualty duties 

Apply, stating age, qualifications with dates, ‘Rationality; 
present post, with 1 copy of recent testimonial, to Hospital 


Secretary. : 
READING. ROYAL BERKSHIRE HOSPITAL. (398 
jem A? Be we oy are invited from registered and provisionally 
medical practitioners, Male and Female, for resident 
a = HOUSE SURGEON, vacant ist September, 1957, and 
tenable for 6 months. 
Write, before 15th August, stating age, qualifications with 
dates, nationality, present post, with copies of 2 recent testi- 
monials, to Secretary. 














READING. ROYAL BERKSHIRE HOSPITAL. (398 
Beds.) READING AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered and provi- 
ET edical practitioners for the resident post 


registered mi 
f HOUSE PHYSICIAN in the Peediatric Department, vacant 
fat September, 1957, and tenable for 6 months. 
Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 


ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 
Beds.) Locum REGISTRAR required in the Geriatric Depart- 
ment at the above Hospital for the period 2nd August-—17th 
September, 1957, aoa. 

Applications to the undersigned as soon as possible. : 
J. C. FIEeLp, Secretary. 


























THE Lancet] 





THE LANCET GENERAL ADVERTISER 


[AuGcust 3, 1957 





ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 
Beds.) Locum SENIOR HOUSE OFFICER required in the 
Geriatric Department at the above Hospital for the period 
10th-—27th August, 1957. 

Applications to the undersigned as soon as possible. 

J. C. FIELD, Secretary. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required from llth 
September, 1957, in the General Surgical Unit. Recognised for 
F.R.C.S. Open to either pre-registration applicants or to fully 
qualified practitioners. This very active Unit of a total of 
approximately 180 Beds affords ample opportunities for candi- 
dates to obtain first-class tuition and experience. The candidate 
appointed will be attached to a unit of approximately 60 beds. 

Applications should be forwarded to the Group Secretary, 
Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds. ) ORTHOP: EDIC HOUSE SURGEON (resident) required 
in the Orthopedic and Accident Unit immediately. The 
service consists of 100 beds equally divided between ‘em 
atic surgery and “‘ cold ” orthopedics. gros is recognised for 
pre-registration purposes and for F.R.C. 

Applications to be sent to Group mi. Romford Hospital 
Management hoe Oldchurch Hospitai. 

ROMFORD, ESSE VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOU SE SURGEON (Male) required immediately. 
(Not pre-registration appointment. ) 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. ees ar 
ROTHERHAM HOSPITAL, Doncaster Gate, Rotherham. 
os Beds. Recognised for training for F.R.C.S. examination.) 

FFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (orthopeedic and casualty) required. Appoint- 
ment for 1 year in first instance 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 12th August, giving age, nationality, 
qualifications, present and previous appointments with dates, 
naming 3 referees. a 
SIDCUP, KENT. QUEEN MARY’S HOSPITAL. Locum 
SENIOR HOUSE OFFICER (anesthetics), required 2nd—15th 
September. 
kK Applications to the Sec retary, Queen Mary’s Hospital, Sidcup, 

ent. 

SIDCUP, KENT. QUEEN MARY’S HOSPITAL. Senior 
HOUSE OFF ICER (gynecology and general omer? required 
from 19th August, 1957. The duration of the position is for 1 
year in the first instance. 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, should be sent 
to the Secretary, Queen Mary’s Hospital, Sidcup, Kent. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL posnp. AupScetions are invited for the post of SENIOR 
REGISTRAR in General Medicine on the staff of the Aberdeen 
Sear Hospitals. The appointment is for a period of 1 year 
in the first instance. 

Applications, giving 2 names for reference, should be sub- 
mitted by 10th August, 1957, to the Secretary, 1, Albyn-place, 
Aberdeen, from whom further particulars may be obtained. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. General Surgery. PERTH ROYAL INFIRMARY. Appli- 
cations are invited for the post of Locum REGISTRAR in 
General Surgery at Perth Royal Infirmary (255 Beds) for a 
period of 3 months from Ist October, 1957. Salary and conditions 
of service in accordance with national agreement. 

Applications, stating qualifications and experience and 
naming 2 referees, should be lodged not later than 23rd August, 
a with the Secretary to the Board, 430, Blackness-road, 

dundee. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

2 REGISTRARS in E.N.T. Surgery, based at the Royal 
Infirmary, Glasgow, 1 for duties at Law Hospital, Carluke. 

REGISTR AR in E.N.T. Surgery, for duties on a rotational 
basis at the Ear, Nose and Throat Hospital, and the Western 
Infirmary, Glasgow. 

REGISTRAR in E.N.T. Surgery, based at Stobhill General 
Hospital, Glasgow. 

Applications (12 copies), stating date of birth, qualifications, 
experience, gone! appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, by 17th August, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Special Training Scheme. Applications are invited 
for the post of REGISTRAR in Psychiatry, the appointment 
to be held for 1 year at the Psychiatric Unit of the Southern 
General Hospital under the direction of the Professor of Psycho- 
logical Medicine of the University of Glasgow. The second year 
is to be spent at a mental hospital or mental hospitals in the 
region. The aim is to provide a comprehensive training in all 
branches of psychiatry. Candidates will be selected to attend 
the Postgraduate Course in Psychiatry which will be provided 
by the University of Glasgow from January to June, 1958. It 
is hoped to advertise a similar post in 6 months time. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, _ Glasgow, C.2, by 17th August, 1957. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 














BOARD. Applications are invited for the appointment of Locum 
REGISTRAR in Medicine required for duty at Falkirk and 
District Royal Infirmary, for a period of 3 months from 15th 
September, 1957. 

Applications, naming 3 referees, to the Secretary, Western 
Regional Hospital Board, 64, West Regent-street, Glasgow, C.2. 








SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment, which will 
be for 1 year in the first instance with possibility of renewal, 
of TRAINEE MEDICAL ADMINISTRATOR on the staff 
of the Western Regional Hospital Board. The person appointed 
will be seconded for duties at the hospitals administered by the 
Board of Management for Glasgow Royal Infirmary but he 
will also be given the opportunity of obtaining some experience 
in medical administration at Regional level. Salary in the 
first year £1100 p.a. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, C.2, not later than 30 days 
after the publication of this advertisement. 

SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
Recognised for training for the F.R.C.S. examination.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole. time NON- 
RESIDENT REGISTRAR (orthopedics) required. Appoint- 
— for 1 year | in first instance 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 12th August, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

SHETLAND HOSPITALS GROUP, Lerwick, Shetland. 
RESIDENT HOUSE OFFICER in General Surgery. Applica- 
tions are invited for this post in the above Group. Salary 
£627 10s. p.a., less £125 p.a. for board and lodging. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOU SE OFFICER, Department of Obstetrics and 
Gynecology, required. Post vacant 3rd September. Preference 
given to applicants with general and obstetric experience. 

Applications, with names of 2 referees, to Secretary, by 

14th August. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an ange oe as 
Whole-time REGISTRAR in Orthopedic Surger a 
vacancy in the approved trainee establishment at t the ‘i Hastings 
Group of hospitals. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
1 aia London, W.1, not later than 17th August, 

vol. 

SOUTH EAST Se ee ee REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment 
as Whole-time SENIOR REGISTRAR in Geriatrics to fill a 
vacancy in the approved trainee establishment at the Brighton 
and Lewes Group of hospitals, for duties mainly at the Brighton 
General Hospital. Candidates should have had wide experience 
in general medicine and possession of a higher qualification 
would be an advantage. The appointment will be in accordance 
with the terms and conditions of service of hospital medical 
and dental staffs (England and Wales), and will be for 1 year 
in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 3 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 17th August, 1957. 
SOUTHAMPTON CHEST HOSPITAL. (252 Beds.) 
SENIOR HOUSE OFFICER —— to be responsible for 
Infectious Diseases Unit. The duties are such as to suit a 
candidate reading for higher examinations. The Unit is sited 
at a go possessing up-to-date Tuberculosis and Thoracic 
Surgical Units, whilst the Southampton Group of hospitals as 
a whole affordsexcellent opportunities for study and experience 
in all branches of medicine. 

Applications, together with copies of recent testimonials, 
should be forwarded as soon as possible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 











SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICER 
required 9th Septermber, 1957. Total establishment of 3 residents. 
Salary, &c., as nationally advocated. 

Applications, with copies of testimonials, to be submitted by 
10th August, 1957, to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(274 Bods.) par de Fine HOUSE SURGEON (post recog- 
nised for Pre-regist: nm Service and tenable for 6 months) and 
SENIOR HOUSE TORFICER (orthopedic). The Hospital is 
the centre to which all trauma from a large industrial town and 
post is directed thus providing excellent experience in the 
treatment of traumatic conditions ; — with orthopedic 
conditions are also drawn from a wide are 

Applications, with copies of teothmontals, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. The following Resident House Officer poste 
become vacant on lst September, 1957. 

St. Helens a (196 Beds) 

HOUSE SURGEON 

Whiston Hospital, Prescot (892 Beds) 

HOUSE SURGEON 
The posts Pe recognised for Pre-registration Service and for 
the F.R.C.S. examinations. 

Applications, stating age, date of qualification and experience, 
and giving 2 names for reference, should be forwarded to the 
Group Secretary, Whiston Hospital, Prescot, Lancs, immediately. 
Please state for which post application is made. 
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SOUTHEND-ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited from fully registered practitioners for the post of 
RESIDENT HOUSE P HY SICIAN (House Officer grade). Post 
vacant 5th September, 1957. Appointment primarily to Pediatric 
Department, with duties in Cardiological and Skin Departments. 
Post recognised for D.C.H. 

Applications, stating age, qualifications, and previous experi- 
ence, with copies of recent testimonials, should reach the under- 
signed at the Hospital as soon as possible. 

J. C. FIrEewp, Secretary. 
STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (obstetrics and gynecology). 
Married accommodation available. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 


STOCKPORT. CHERRY TREE HOSPITAL. (isolation 


—96 Beds.) hegeeetions are invited for the post of SENIOR 
HOUSE OFFIC 
Applications, "aioe age, experience, and qualifications, 


a. with copies of 2 testimonials, to be addressed to the 
Secre Stockport and Buxton Hospital Management Com- 
mittee, a, bie. Shaw-heath, Stockport. ‘ gS 
STOCKPORT. STEPPING HILL HOSPITAL. (531 
Beds. ) oi Erteetions are invited for the post of RESIDEN T 


SENIO IOUSE OFFICER (surgery), vacant Ist September, 
1957. The post is recognised for the F.R.C.S. 
Applications, stating age, experience and qualifications, 


together with copies of 2 testimonials, to be addressed to the 

Group Secretary, Stockport and Buxton Hospital Management 

Committee, 59B, Shaw-heath, Stockport. 

STOCKPORT AND BUXTON HOSPITAL MANAGE- 

MENT COMMITTEE. Applications are invited for the following 

posts, which are approved for pre-registration purposes. 
Stockport Infirmary (163 Beds) 

HOUSE OFFICER (general surgery and gynecology). Recog- 
nised for the F.R.C.S. Vacant 21st August, 1957. 

SE OFFICER (general surgery and ophthalmology). 
Recognised for the F.R.C.S. and D.O.M.S. Vacant 11th Sep- 
tember, 1957. 

Applications, with copies of 2 Septmnente, to the Group 
Secretary, 59B, Shaw-heath, Stockport 
ST. ALBANS CITY HOSPITAL. (384 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Whole- 
time GYNAZCOLOGICAL AND OBSTETRIC REGISTRAR 
aoe required. Hospital may be visited by direct appoint- 
ment. 

Application forms obtainable from, and returnable to, Secre- 
tary, Mid Herts Group Hospital Management Committee, 
Bleak House, Catherine-street, St. Albans, Herts, by 12th 
August, 1957. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (pediatrics) required, vacant very shortly. 
Pre-registration post. 

Detailed applications, with copy testimonials, 
Secretary, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) HOUSE OFFICER (general 
remy x Fre ' wee Pre-registration post. Hospital recognised 


io Group 





for F. 

Detailed ” applications, with copy testimonials, to Grou 
Secretary, Hospital Management Committee, Princes-roa 
Stoke-on-Trent. eM os i Be 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 


ROYAL INFIRMARY. HOUSE OFFICER in General Medicine (with 
peediatrics). Pre-registration post. 

Detailed applications, with copy testimonials, to — 

Secretary, Hospital Management Committee, Princes -ro 
Stoke-on-Trent. 
SWANSEA HOSPITAL, Swansea. (413 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE Applications are invited 
for the resident post of HOUSE OFFICER in the Medical Unit 
of the above Hospital. The post is recognised for pre-registration 
purposes. Immediate vacancy. 

Applications, with full particulars, should be sent to the 
Secretary of the Hospital. T . JONES, Group Secretary. 
SWANSEA. MOUNT PLEASANT HOSPITAL. (236 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Regis- 
tered medical practitioners are invited to apply for the resident 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
for work in the Medical and Surgical Departments, and in the 
Chronic Sick Wards of the above Hospital. 

Applications, stating age, experience, and qualifications, with 

copies of 2 recent testimonials, should be addressed to the 
Hospital Secretary. 
SWINDON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for the appointment of 
SENIOR HOUSE OFFICER as Casualty Officer and Orthopedic 
House Surgeon at Great Western Hospital, Swindon. Post 
recognised by R.C.S. for 6 months of years training under 
Fellowship regulations. Work of Accident and Orthopedic 
Department, associated with Nuffield Orthopedic Centre 
(Wingfield Morris Orthopedic Hospital), Oxford, includes large 
number of industrial injuries. Salary £819 10s. p.a., less charge 
for residential emoluments. 

Full details and names of 3 referees to § 
Swindon, Wilts, immediately. 
TUNBRIDGE WELLS (near), PEMBURY HOSPITAL, 
PEMBURY. Applications invited for appointment of HOUSE 
SURGEON (Senior House Officer) to Orthopedic Unit. Post 
vacant 13th August, 1957. Recognised F.R.C.S. (Eng.) and 
tenable for 1 year. Includes treatment of long and short stay 
cases and traumatic surgery with large outpatient and fracture 
clinics under 2 Consultants. 

Apply, stating age, qualifications and experience, together 
with 3 testimonials, to Group. Secretary, Sherwood Park, 
Pembury-road, Tunbridge Wells. 


Secretary, 7, Okus-road, 
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TAPLOW, near MAIDENHEAD. “CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Applications invited for post of 
HOUSE PHYSICIAN to Special Unit for research in Juvenile 
Rheumatism. Post offers scope for those interested in research, 
peediatrics, rheumatology or cardiology. 

Applications, stating age, qualifications and experience, with 
copies of 2 testimonials, to Secretary. 

TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (casualty 
and orthopeedic), vacant now. 

Saat, stating age, nationality and qualifications 
together with the names of 2 referees, should be forwarded to 
the Group Secretary, Taunton Hospital Management Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, 
Taunton, Somerset. 

WALSALL HOSPITAL MANAGEMENT COMMITTEE. 
MANOR HOSPITAL. (337 Beds.) HOUSE SURGEON required, 
recognised pre-registration. 

Apply, with names of 2 referees, to Group Secretary, Walsall 
General (Sister Dora) Hospital. _ 

WARLINGHAM PARK HOSPITAL, Warlingham, ny Surrey. 


SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOA 
Immediate vacancy for Full-time Locum PSYCHIATRIC 
REGISTRAR 


Applications, stating previous ap TPospital, Ws to the Physician- 
Superintendent, Warlingham Park Hospita], Warlingham, Surrey. 
WARWICK (near). KING EDWARD VIIl MEMORIAL 
CHEST HOSPITAL, HERTFORD HILL, near WARWICK. (228 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER (resident). Appli- 
cations are invited for this appointment in a modern Thoracic 
Surgical Unit. All forms of major and minor thoracic surgery 
undertaken. Post offers wide general training in cardiac, ceso- 
phageal, and pulmonary surgery. Facilities available for post- 
graduate study. Previous experience in specialty is not essential. 

__ Applications to Medica] Superintendent. ee eS 
WARRINGTON GENERAL HOSPITAL. (344 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (pediatrics), Male or Female. Post recognised for 
D.C.H. The post will become vacant on Ist October, 1957. 
Seale of salary £819 10s. p.a., less a deduction of £150 p.a. for 
residential emoluments. 

Applications to be forwarded to— a 

HENRY L. Loot, Group Secretary 

Warrington and District Hospital | Reewmnnet SI Committee. 

c/o General Hospital, Warrington, Lancs. BRL 

WATFORD CHEST CLINIC, Peace Memorial 
HOSPITAL, WATFORD. Locum REGISTR AR required imme- 
diately for work at the above chest clinic and beds (tuberculosis 
and chest medicine) at associated hospitals. Experience of 
refills essential. Car is desirable and allowances are paid. 
oan pply immediately Physician-in-charge (Telephone : Watford 
9266). 
WATFORD CHEST CLINIC, Peace Memorial Hospital, 
WATFORD. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications invited for the post of REGISTRAR at 
the above Clinic and associated beds (tuberculosis 47, chest 
medicine 16) at Shrodells and Holywell Hospitals. This is a 
new chest clinic. Experience in general medicine and tubercu- 
losis work, including refill techniques, is essential. This chest 
unit is ¢ losely associated with Harefield Hospital, the Physician- 
in-charge being on the Consultant staff of this hospital. Appli- 
aa invited to visit the clinic and should contact the Physician- 
in-charge. 

Application form obtainable from, and returnable to, the 
Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days after the appearance of this advertisement. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER in Orthopedic 
Surgery. Post now vacant. 


Applications to Secretary. 
WIGAN AND LEIGH HOSPITAL MANAGEMENT 
COMMITTEE. 
Royal Albert aes Infirmary, Wigan 
HOUSE SURGEO 
HOUSE PHYSICIAN. 
Leigh Infirmary 
HOUSE SURGEON. 
All pre-registration posts—becoming vacant shortly. 





Applications, with names of 2 referees, to the Secretary, 
Sa eS 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) 


HOUSE SURGEON bpm recognised by 

ae i tae College of Surgeons) required for general surgery with some 

= . duties. Approved pre-registration post. acant 28th 
ugus 


Applications, with copies of 2 testimonials, to Group Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) HOUSE PHYSICIAN (post-registration) 
to the Pediatric Department, vacant 18th September. Prefer- 
ence will be given to applicants wishing to specialise in pediatrics. 
The department is recognised for the D.C.H. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. ui? ee es 
WOKING. THE ROWLEY BRISTOW ORTHOPAEDIC 
HOSPITAL, PYRFORD, WOKING, SURREY. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
for the post of REGISTRAR (non-resident) at the above 
Hospital for 1 year in the first instance. (A small house is 
available for rental if required.) The duties entail some out- 
patient work at St. Thomas’s Hospital and will begin on 31st 
October. 

Applications to be on forms obtained from the Group Secretary 
at the above address and completed forms should be returned 
within 14 days of the date of this advertisement. Canvassing 
will disqualify but candidates may visit the Hospital. 


























THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[AuGusT 3, 1957 








WOKING. THE ROWLEY BRISTOW ORTHOPAEDIC 
HOSPITAL, PYRFORD, WOKING, SURREY. HOUSE SURGEON. 
Applications are invited from registered medical ——_ for 
6 months appointment. Recognised for pc RAC Salary 
£577 10s. p.a., less £125 for board, lodging, & 

Applications, with 2 names for reference, > be sent to the 
Secretary. 

WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited from registered medical practitioners for 
post of JUNIOR HOSPITAL MEDICAL OFFICER in Anes- 
thetics (recognised for D.A. and F.F.A.R.C.S.). The post offers 
wide experience, as large Orthopedic and Thoracic Units are 
located in the Hospital in addition to the general surgical and 
gynecological wards. Appointment may be either resident or 
——— If resident, a charge at the rate of £170 p.a. will 
e made. 

Address written applications, stating age, nationality, quali- 
fications with dates, experience, details of previous appointments, 
and 2 names and addresses for reference, to— 

W. BowRInec, Group Secretary. 

Pinderfields General Hospital, Wakefield. 

WEAVERHAM, CHESHIRE. HEFFERSTON “GRANGE 
SANATORIUM. (162 Beds—Pulmonary tuberculosis.) RESIDENT 
SENIOR HOUSE OFFICER required. 

Applications to Group Secretary, North and Mid-Cheshire 
Hospital Management Committee, The Hospital, Sinderland- 
road, Altrincham, with names of 2 referees, as soon as possible. 
DUBLIN. DR. STEEVENS’ HOSPITAL. Applications 
are invited from qualified practitioners with surgical experience 
for the position of SENIOR SURGICAL REGISTRAR to the 


Hospital. Each candidate should state his age and furnish full 
particulars of his surgical and medical qualifications and 
experience. The appointment shall be for 1 year, but may be 


renewed for a second and third year, and the appointee shall 
be responsible for intern and extern patients. The salary will be 
£500 p.a., non-resident. 

Applications should reach the undersigned within 10 days from 
the publication of this advertisement. 

WILLIAM KENNEDY, Secretary. 

CANADA. ~ PETERBOROUGH CIVIC HOSPITAL, 
PETERBOROUGH, ONTARIO. ROTATING JUNIOR INTERN- 
SHIPS with emphasis on Medical and Surgical Service. Stipend 
$2400 p.a., plus full maintenance. 

Please direct applications or requests for information to 
“* Superintendent,”’ Peterborough Civic Hospital, Peterborough, 
Ontario, Canada, 
B.W.I. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of REGIS- 
TRAR in Anesthetics at the above-named teaching Hospital. 
The successful candidate will be required to take up duties as 
= as nea. The copia will be for 1 year in the 

t instance subject to renewal. Salary will be in the scale of 

£900-£100-£1100 : £1200~ £100-£1500 p.a. depending on experi- 
ence and qualifications. If available, an unfurnished flat will 
be provided at a deduction of 5% of salary ; otherwise a living- 
out allowance will be paid by the Board. Passage will be pro- 
vided for 1 person only by sea from the country of recruitment. 

Further information may be obtained from the Hospital 
Manager and Secretary, University College Hospital of the West 
Indies, Mona. P.O., Jamaica B.W.I., to whom applications, 
stating age, nationality, details of qualifications and experience, 
together with 3 recent testimonials or the names and addresses 
of 3 referees, should be sent by 17th August, 1957. 


B.W.I. SPITAL 





UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of SENIOR 
REGISTRAR in the Division of Surgery at the above-named 
Teaching Hospital. The successful candidate will be required 
to commence duty on or about Ist January, 1958. The appoint- 
ment will be for 1 year in the first instance, subject to renewal. 
Salary will be within the scale £1200-£100-£1500 p.a., depending 
on 1 and qualifications. If available, an unfurnished 
flat will be provided at a deduction of 5% of salary, otherwise 
a& living-out allowance will be paid by the Board. Return 
passages by sea will be paid for 1 person only from and to the 
country of recruitment. 

Further information may be obtained from the Hospital 
Manager and Secretary, University College Hospital of the 
West Indies, Mona P.O., Jamaica, B.W.I., to whom application, 
stating age, nationality, "and details of qualifications and experi- 
ence, together with 3 recent testimonials or the names and 
addresses of 3 referees, should be sent by 31st August, 1957. 


U.S.A. CAMBRIDGE, MASSACHUSETTS. Applications 
are invited for the positions of RESIDENCIES in Anesthesia 
for a 2-year — beginning ist July and Ist September, 1957. 
Salary $1800 first year and $3600 second year and full main- 
tenance. Training in all branches of anesthesia. Affiliation with 
other hospitals. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, P.O. Box 89, 
Cambridge, Massachusetts. Travelling expenses to and from the 
U.S.A. will be paid. Particulars will be sent as soon as application 
is received. Please enclose récent photograph with application. 


Public Appointments 











EVON. COUNTY OF DEVON. District Medical Officer 
OF HEALTH/ASSISTANT COUNTY MEDICAL OFFICER. 
Applications are invited for the mixed appointments of Medical 
Officer of Health to the Borough of Dartmouth, Urban Districts 
of Brixham and Paignton, and Assistant County Medical 
Officer to Devon County Council. Salary £1734 10s.-£2016 15s. 
D.P.H. or equivalent essential. Diploma in Child Health and 
Certificate for the Ascertainment of E.S.N. Children desirable. 

Particulars and application forms, returnable by 17th August, 
1957, from County Medical Officer, 45, St. David’s- -hill, Exeter. 





. LANCASHIRE COUNTY COUNCIL. 


f MIDDLESBROUGH. 








DURHAM COUNTY COUNCIL, Applications invited 
from registered medical practitioners (Men and Women) for 
appointment as SCHOOL MEDICAL OFFICER. Applicants 


must have had at least 3 years experience in the practice of 
their profession. Salary scale £1050—€50-£1200-—£55-£1475 

Further details and form of application from undersigned. 
Completed applications by 31st August, 1957. 

G. H. METCALFE, Director of Education. 

Shire Hall, Durham, 12th July, 1957. 
Applications are 
invited from registered medical pone for appointment 
as ASSISTANT DIVISIONAL MEDICAL OFFICERS. 
Vacancies in areas in the vicinity of Bury and Burnley. Posses- 
sion of Diploma in Public Health desirable. Salary £1050, 
rising to £1475 p.a. Travelling and subsistence allowances where 
applicable. 

Application ae ana further particulars from County Medical 


Officer, Serial 368 t Cliff County Offices, Preston. Appli- 
cation forms to_ be oeemed by 31st August, 1957. ee 
pen aang BOROUGH OF MAIDSTONE. Joint 


pointments of MEDICAL OFFICER OF HEALTH for 
y aidstone Borough and Hollingbourn, Maidstone and Malling 
Rural Districts. Applications are invited for the above appoint- 
ments from registered medical practitioners holding a Diploma 
in Public Health or other similar qualification. Joint salary in 
accordance with Medical Whitley Council Committee C scale 
namely, commencing at £2170 a year and rising by 4 annual 
increments of £55 and 1 increment of £50 to 22440. An appro- 
priate car allowance will be paid. The successful candidate will 
be required to commence duty on Ist January, 1958. For further 
particulars apply to the undersigned. 

Applications, stating the names and addresses of 3 referees, 
must be received by the undersigned not later than Saturday, 
24th August, 1957 GRAHAM WILSON, Town Clerk. 

13, Tonbridge- road, Maidstone. 


MIDDLESBROUGH. COUNTY ROUGH 
MIDDLESBROUGH. SENIOR ASSISTANT MEDIC AL OFFIC ER 
OF HEALTH AND SCHOOL MEDICAL OFFICER. Appli- 
cants must be registered medical practitioners having the D. 
or equivalent, and previous experience in public health, mental 
health, or in general practice. The work will be administrative 
as well as in the field. Salary £1200-£50 (3)-£55 (5)-£1625 p.a. 
Applications, with names of 3 referees, to the Medical Officer 
of Health, 26, Southfield-road, Middlesbrough, by 26th August, 
1957. E. C. Parr, Town Ge 


“COUNTY BOROUGH 
MIDDLESBROUGH. SENIOR ASSISTANT MEDICAL OFFICER 
OF HEALTH for maternal and child welfare. Fan eee «age are 
invited from registered medical practitioners, preferably with 
special experience in obstetrics and antenatal care or in child 
health, for duty in the Corporation’s antenatal and child 
welfare clinics. Whitley Council conditions of service and 
£1200-—£50 (3)-£55 (5)-£1625. Superannuation. 

Applications, with names of 3 referees, to the Medical Officer 
of Health, 26, Southfield-road, Middlesbrougin. by 26th August, 
1957. E. C. Parr, Town Clerk. 


NORFOLK COUNTY COUNCIL. Applications are 
invited from registered medical practitioners holding the 
Diploma in Public Health for = as SENIOR ASSIS- 
TANT MEDICAL OFFICER on headquarters staff. In addition 
to administrative work, the duties will include the medical 
examination of staff and deputising for other medical officers. 
The salary scale will be £1343 10s.-£52 10s.-£1606. Travelling 
and subsistence allowances will also be paid. 

Application forms, together with further particulars of the 
post, can be obtained from the County Medical Officer, 29, 
Thorpe-road, Norwich, to whom octet applications should 
be sent not later than 14th August, 1957 


TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the — 
detailed below, for appointment, in a part-time and nay 
advisory capacity, as LOCAL TREASURY MEDICA 
OFFICER for each of the places or groups of places shown. The 
town shown in brackets after the place-names indicates the 
Head Post Office Area in which the place, or group of places, is 
situated. Successful applicants will be required to examine and 
report on the condition of certain Government Officers, teachers, 
candidates for appointment, &c., who may be referred to them 
from time to time; and to attend when summoned to an 
emergency case of accident or sudden illness occurring ina 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where’ necessary, will be paid on a scale 
agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, 8.W.1, for 
a form on which application may be made. Applicants should be 
not more than 60 years of age. 

The places for which applications are invited are as follows :— 

ENGLAND AND WALES 

Haworth, Oakworth, Oxenhope, and Stanbury (Keighley). 

Borth, Bow Street, and Talybont (Aberystwyth). 

Chathill and Seahouses ( Alnwick). 

Church Gresley, Newhall, Swadlincote, 
(Burton-on-Trent). 

Kenilworth (Coventry). 

Brailsford (Derby). 

Woodlands, Adwick le Street, Carcroft, 
(Doncaster). 

Botley, ‘Shedfield, and Hedge End (Southampton). 

Truro (Truro). 

Ventnor (Ventnor, I. of W.). 

SCOTLAND 








and Woodville 


and Barmborough 


Glasgow, S.W.1. 
Edzell (Montrose ). 
NORTHERN IRELAND 


Rathfriland (Newry). 
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PSYCHIATRISTS 
required by 
SASKATCHEWAN ee OF PUBLIC HEALTH 

or 
SASKATCHEWAN HOSPITAL, WEYBURN 
Salary : Starting rate $6660, $6900 or $7140 per year 
depending upon experience. Promotional opportunities 
with salaries up to $14,000 per year. 
tequirements : Only Registrars or Senior Registrars 
or equivalent with D.P.M. and with strong interests in 
social (Milieu) therapy and group psychotherapy need 
apply. Promotional opportunities are available to those 
who pass the examinations in the Specialty of Psychiatry 
as set by the Royal College of Physicians and Surgeons 
of Canada. 
For application forms and further information apply to 
’. C. A. Knicuts, Executive Assistant, Saskatchewan 

House, 28, Chester-street, 

8.W.1, England. 

Applicants should refer to competition No. c/c4930 and 
should submit completed forms to Mr. Knights not later 

than 3rd September, 1957. 


YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Appointment of ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL OFFICER. 
Applications are invited from registered medical practitioners, 
Men or Women, for posts in the following areas :— 

Div'sion No. 13. Morley and Ossett M.B.’s, Horbury Urban 
District, and Wakefield Rural District. 

Division No. 18. Brighouse M.B., Queensbury and Shelf, and 
Elland Urban Districts. 

Division No. 19. Todmorden M.B., Hebden Royd, Ripponden, 
Urban Districts, and Hepton Rural 


Belgrave-square, London, 





and Sowerby Bridge 
District. 

Division No. 20. Kirkburton, Denby Dale, Colne Valley, 
Meltham, Holmfirth, and Saddleworth Urban Districts. 

The Assistant will be on the staff of the County Medical 
Officer’s Department but will work under the administrative 
direction of the Divisional Medical Officer for the area. The 
duties will be mainly clinical in the School Health and Infant 
Welfare Services, but other County health duties may be included 
by the Divisional Medical Officer. The scale of salary is £1050— 
£1475 p.a. A minimum of 3 years experience since qualification 
is desirable and the possession of a Diploma in Child Health will 
be an advantage. Travelling and subsistence allowances accord- 
ing to the County Council’s scale are payable in addition to 


— ye The posts are superannuable and successful applicants 
will be required to pass a medical examination as to physical 
fitness. 


Forms of application can be obtained from the undersigned, to 
whom they should be returned not later than 17th August, 1957. 
. Woop-Wi1son, County Medical Officer. 
County Hall, Wakefield. 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy."’ 
BULLBROOK AREA. BRACKNELL NEW TOWN. 
Applications invited for a VACANCY in the Bullbrook Area of 
the Bracknell New Town, which is under development. There 
is no list but the successful applicant will be granted the Initial 
Practice Allowance, if eligible. A site will be available for pur- 
chase or on a 99 years’ lease at a ground rent for the erection 
of a house and surgery by the successful applicant. Alternatively 
the Development Corporation would be — or to build a house 
and surgery either for letting or for sale. The number of houses 
to be built in this area is 1719 and it is expected to be completed 
by 1962. Apply on Form E.C.16a before 14th August to— 
G. H. J. Price, Clerk of the Berkshire Executive Council. 

16, Eldon-road, Reading. 
CORRIS, near MACHYNLLETH, NORTH WALES. 
Applications invited for VACANCY (rural). List at present 
king 955. Knowledge of Welsh desirable. Apply on 

.C.16a before 19th August, 1957. (The retiring practitioner 
was in receipt of an Inducement Payment.) Particulars regard- 
ing remuneration, housing and district may be had on application 
from the Clerk. 

D. G. RoBerts, Clerk, Merioneth Executive Council. 

Beechwood House, Dolgelley. 
PERTH, WEST AUSTRALIA, old-established General 
Practice. Gross takings average £7500. Well-appointed modern 
Consulting-rooms attached comfortable family residence, valued 
at £5000. Goodwill £4500. Reasonable offer considered. Sell or 
lease with view to purchase. Terms available. Scope for major 
Surgery and Gyneecology.—Reply to Box 222, G.P.O., Fremantle, 
West Australia. 











Assam. British Medical Officer. Required for old- 
established group of Tea Estates. Age preferably 30-40 years. 
Clinical tropical and hygiene experience an advantage. -year 
agreement. Commencing gross income, including dearness 
allowance, the equivalent in Rupees of approximately £262 per 
month according to qualifications, &c. Bungalow with basic 
furniture, lighting, heating and servants free ; car provided.— 
Applications, with 3 names for reference purposes, to : Address, 
wou Tue LANCET Office, 7, Adam-street, Adelphi, London, 
S.R.N., &.C.M., requires post London area as Doctor’s 
receptionist. Able to type.—Address, No. 317, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 

Direct-writer electrocardiograph, second-hand, wanted. 
—Address, No. 316, Tur LANcET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 
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Swiss Pharmaceutical Company of international repute 
has a pesenee > the English section of its Medical Information 
Department Basle. Candidates should be British by birth, 
Male, and not more than 35 years of age. A good University 
degree in medicine or 1 of the biological sciences is desirable but 
not essential if the applicant has appropriate background and 
experience. Preference will be given to candidates able to speak 
German, but their mother tongue must be English. Ability to 
write well is essential and experience of editing would be an 
additional advantage. The work is varied and interesting. 
Remuneration according to age and qualifications, but not less 
than Swiss Frs.15,000 p.a.—Applications, which will be treated 
in strict confidence, should set out full details of bac und, 

ualifications and experience. Address, No. 313, THE LANCET 

fice, 7, Adam-street, Adelphi, London, W.C.2. 
Anesthetist required for a large Copper Mine on the 
Copperbelt in Northern Rhodesia. Applicants should be in 
possession of the Diploma Anesthesia. In addition to the above 
duties the successful candidate will be expected to spend part 
of his time doing general practice. The minimum commencing 
salary will be in the region of £1450 p.a., plus cost-of-living 
allowance of approximately £6 per month and a variable Copper 
Bonus. There is also a Group Pension and Life Assurance Scheme. 
Married accommodation is available on engagement.—Applica- 
tions, giving full details of qualifications, experience, and marital 
status to be addressed to : R.27, MINE EMPLOYMENT DEPART- 
MENT, Selection Trust Building, Mason’s-avenue, London, E.C.2. 


British Medical Association. Applications are: invited 
from registered medical practitioners for the post of Medical 
Director of the Commonwealth Medical Advisory Bureau and 
the International Medical Advisory Bureau of the British Medical 
Association at B.M.A. House in London. This post will be 
vacant on Ist January, 1958, but it is proposed that the suc- 
cessful applicant should join the Association’s staff early in 
December in order that he may be initiated into the work of 
the Bureaux under the guidance of the retiring Medical Director. 
The post is regarded as suitable for a retired medical officer of 
one of the Armed Forces or of the Medical Branch of H.M. 
Overseas Civil Service, but other candidates are not excluded. 
The salary of the post is £2000 a year. 

Applications, which should be accompanied by the names of 
3 persons to whom reference may be made, must be received 
not later than 14th September, and should be addregsed to the 
Secretary, BRITISH MEDICAL ASSOCIATION, Tavistock-square, 
London, W.C.1, from whom further particulars of the appoint- 
ment may be obtained. _ P38 URL ee 
Cameroons Development Corporation require for service 
in the British Administered Territories of the Southern Cam- 
eroons a Medical Officer. Candidates should have a good —— 
ence of general medical and health work and preference be 
given to those who either possess a Diploma in Tropical Medicine 
or who have had tropical experience. The work generally con- 
sists of general medical and health supervision of all personnel 
in large plantations, but offers opportunity, for surgery. Com- 
mencing salary in a scale £1525 rising to £1975. Free return 
passages are provided for Officers and their wives, together with 
free quarters and heavy furniture during residence in the 
Cameroons. A reasonable amount of free lighting and fuel is 
also provided, and necessary transport. An outfit allowance of 
£80 is payable on first appointment. Children’s allowances at 
the rate of £75 each are payable up to a maximum of 2. Officers 
are required to contribute 10% of their salary to a Provident 
Fund to which the Corporation contributes a further 15%. Tours 
of about 18 months, with 1 weeks leave for each month of service 
before returning for further duty. 

Applications, giving partiounass in writing, to RUBBER & 
MINING AGENCIES Lrp. (CDC/MO), 52, Leadenhall-street, 
London, E.C.3. Acknowledgement will only be made to those 
applications selected for further consideration. 4 
Hungarian Lady Doctor seeks part-time position.— 
Ring WELbeck 1752. 


Partnership wanted, London or Home Counties, with 
succession within some years. Capital available for house 
purchase.—Address, No. 312, THe Lancet Office, 7, Adam- 
street, Adelphi, London, W.C.2. 
Unfurnished Flat. 2 large reception rooms, 4 bedrooms, 
2 bathrooms. Lift. Garden. Garage available. Lease, fixtures, 
some carpets, curtains and furniture, £1500. Rent £350 
inclusive. 15 minutes medical centre.—-Address, No. 315, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. _ 
Modern Maisonette in W.1. Professional use permitted. 
Ground and lower-floor ; close to Portman-square. 5 rooms. 
Kitchen. Bathroom. New lease. Rent £350 exclusive. £300 
for carpets, curtains, &c.—Agents: Hampron & Sons, 6, 
Arlington-street, St. James’s, 8.W.1 (HYD 8222). 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26,  Park-crescent, Portland-place, 
(MUSeum 5386-7). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate MANTON SECRETARIAL 
SERVICE LTpD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Professional, technical and personal typewriting. Dupli- 
cating, circularising, &c., effic’ oatiy and speedily executed.— 
** Mowsray,” 146, Bishopsgate, B.C.2 (BIS. 2545, BAR. 7665). 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 

Microscopes. Highest prices paid for good modern types. 
Send or b your equipment for valuation.— WALLACE HEATON 
Lrp., 127, New Bond-street, W.1. 
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They 
look seldom 
downwards 


Roped together over giddy depths, they climb through keen 

air and soaking cloud. They test each hold with shrewd fingers. 
They buy the inches dearly. Only after many hazardous 
assaults on the rock face do they at last attain the summit. 
Each receives his own reward of beauty, grandeur, 
achievement, or simply—relief. Through muscle and good 
technique they overcome the barrier set up by Nature. 


A barrier set up by Nature in the human body 
tends to be more baffling, and medicine is faced 
- with the task of finding a way to overcome 
it. One such barrier, the mucosal 
block keeps a great many patients constantly on 
the verge of iron deficiency anaemia. When oral iron 
is administered to an anaemic patient, 
the Hb level is raised at first, but the very effect of this 
is to increase the efficiency of the mucosal block. 
The more the Hb level rises, the more 
effective the block becomes. 
Depleted body iron reserves remain 
depleted. The patient is never buffered 
against relapse. But like the towering rock 
the natural barrier to iron can be overcome— 
through muscle and good technique. Jntramuscular 
iron by-passes the mucosal block. Fully absorbed 
and fully utilised, it not only raises the Hb level, 
but also replenishes body iron stores. 


PRESCRIPTION INFORMATION. Each 2 ml. ampoule of Imferon 
will raise the Hb about 2.5% (5 ml. about 6%), in an adult of 
average weight, as well as contributing to the replenishment of 
body iron stores. Imferon is available in ampoules of 2 ml. and 
5 ml.in boxes of 10 and 5 ampoules respectively. A simple 
dosage calculator and notes for nurses on intramuscular 
injection technique are availab!e on request. 


Imferon 


INTRAMUSCULAR IRON 


BENGER LABORATORIES LIMITED HOLMES CHAPEL 
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Even for your 
problem patient 


For patients who are sensitive to aspirin, for 
asthmatics and for those with a history of allergy, 
Panadol is a valuable alternative to routine 


mild analgesics. 

Panadol does not exacerbate the symptoms of 
peptic ulcer (where aspirin may even cause bleed- 
ing) and, unlike preparations which contain 
codeine, it does not cause constipation. 


ANADO 


Trade Mark 








Contains no aspirin in any form 


Tablets, 0-5g, N-acetyl-p-aminophenol, in 
cartons of 20, bottles of 100, 500 and tins of 2,500. 


> 2-8 48 PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 
Associated exporting company: WINTHROP PRODUCTS LTD. 





